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AREERS IN MEDICINE 


Edited by P. O. WILLIAMS, ra 3 (Cantab.), M.B., 
B.Chir., M.R 


With contributions from 49 sah — authorities 
Or. 8vo 292 pages Price 15s. net, plus 8d. postage 


This book outlines the —- qualities of mind, the type 
and amount of specialised training, required in each branch ef 
“= Medical Profession. 


. it should be in the hands of everyone who has to advise 
medicai students, and certainly should consulted by every 
newly-qualified doctor.” —The ‘itioner. 


Hodder & Stoughton ‘Ltd., 20, » Warwick-square, London, E. C.4 4 


ISABILITIES 
AND HOW TO LIVE WITH THEM 
by 55 Patients 
Demy 8vo 252 pages Price 10s. 6d. net, plus 6d. postage 


“* This is a unique beok in medical literature . it is filled with 
practical hints as to how to overcome the disabilities of the 
various diseases which are described.’’—Practitioner. 


The Lancet Limited, 7, _ Adam-street, Adelphi, London, W.C.2 





Third Edition 
INTRODUCTION TO 
ISEASES OF THE CHEST 


By JAMES ome yy a M.D. (Lond. ), F.R.C.P.(Lond.) 
Physician, Royal Chest Hospital; Physician to the 
Ministry’s Mass X-ray Unit; Consulting Physician, 
Royal National Sanatorium, Bournemouth ; late 
Physician, St. Bartholomew’s Hospital. 
Demy 8vo 308 + xii 66 Half-tone Illustrations 
12s. 6d. net, plus 8d. postage. 


Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 





[to GENERAL PRACTICE 
A Guide for Beginners and Others 
By J. G. THWAITES, M.B., B.S. 


“. . . gives sound advice about the organization of a practice 
and the obligations of a general practitioner onder the National 
Health Service.”—British Medical Journal. 





232 pages 12s. 6d. net 
m. Heinemann | Medical Books Ltd., Gt. Russell-street, W.C WwW. Cc. 1 
PHYSIOTHERAPY 


“PECHNIQUES IN 


Edite 
F. L. GREENHILL 8. SRN, M.C.S.P., T.H.T. 
Sister-in-Charge, Medical Rehabilitation Unit Royal Free 
Hospital ; Late Sister-in-Charge, Rehabilitation Unit, Hill End 
E.M.S. Hi ee 1: (St. Bartholomew’s); Former Member Council 
f Chartered Society of Physiotherapy. 
Assisted by 

. HEALD, C.B.E., M.D., F.R.C.P., in Rheumatism and Arthritis. 
$: Ny. BARRON, F.R.O.B. -» in Burns and Injuries of the Hand. 
Mr. J. COLSON, M.C.S.P., M.A.O.T., Occupational Therapy in 

Medicine and Surgery. 
Demy 8vo Pages 222 + x 8 plates 34 figures 
12s. 6d. net, plys 7d. postage. 


Hodder & Stoughton Ltd., 20, W arwick- -square, London, E.C.4 


\ ANAGEMENT OF BURNS 


Six articles poamees by a omemetinee of the 

BRITISH ASSOCIATION OF LASTIC SURGEONS 

Reprinied from THE LANCET. with an appendiz 
These articles record the practice of surgeons who are treat 
burns every day and who see the ¢ results of treatmen' 
that is carefully planned from the start. Here is their plan, 
fully but briefly set out. 

48 pages Price 2s. 6d. (postage 4d.) 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 





The most important textbook of medicine in the English language—in a NEW 9th Edition . 


Cecil & Loeb’s 


Edited by RUSSELL L. CECIL, Professor of Medicine at Cornell ; and 


By 172 American Authorities. 


ROBERT F. LOEB, Professor of Medicine at Columbia. 1,780 pages, 201 illustrations. 


“|. remains one of the best textbooks of medicine in the English language... 
clinical medicine as it is possible to have between the covers of one book .. . 


discriminating practitioner.’-—THE PRACTITIONER. 


MEDICINE 


£5 5s. 


as comprehensive a picture of 
will continue to be referred to by the 


«« . . in short, there is no better textbook of medicine in the English language.” —-THE MEpDICcAL PREss. 





W. B. SAUNDERS COMPANY LIMITED 


7, Grape Street, LONDON, W.C.2 
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TRADE MARK Tablets containing Phenobarbitone gr. ¢ (16 mg.) and Ascorbic acid 100 mg. 


Phenobarbitone therapy without 


‘hangover’ effects  <<Ascubic sit, nome. = 


valuable in combating the hang- 


Scorbital is indicated in all conditions over effect of barbiturates.” 
(PROC. ROY. SOC. MED., 1954 (MAR.), 47, 215). 


in which phenobarbitone is used. It is 
particularly useful for patients who accumulation of hangover effects is 


need to take phenobarbitone for a minimised if Scorbital is prescribed 
prolonged period. The risk of an instead of phenobarbitone. 


BASIC N.H.S. PRICES: 
Bottle of 50- 3/6 
»» 250 - 13/- 
Literature and specimen packings are available on request 
THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.1 








Increasing demands on the practitioner’s time make the 
rapid control of asthma a matter of primary importance. 
FELSOL has for years been relied upon by doctors in 
all parts of the world to which it has been intro- 
duced, for the immediate and prolonged relief it gives in iy, 

BRONCHOSPASM. Easy to take, FELSOL gives full relief in perfect 


safety (even in cardiac cases) without morphia or other narcotics. 











* NON-CUMULATIVE 


* NO CONTRA-INDICATIONS 


Clinical sample and literature on request 


BRITISH FELSOL COMPANY LTD., 206/212 ST. JOHN STREET, LONDON, E.C.!I 
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WITHOUT FEAR 
Third Edition 


“This book is certain to be widely 
read... .the author presents a strong case 
to show that fear is the root of much evil 
in obstetrics... he deserves full credit 
for the publicity he has given it by word 
and deed.”*—British Medical Journal 


10s. 6d. net 


MOTHERHOOD 


Sixth Impression 


“Ranks high as a valuable and useful 
outline on how a woman can prepare 
herself for the birth of her baby.... 
Should be read by every practitioner and 
midwife. ...”-—Medical Press 


7s. 6d. net 








ILLUSTRATED 


The Natural Approach to Happy Motherhood 


An easy-to-follow manual specially 
produced for those who teach in and 
attend ante-natal clinics, and for nurses, 
midwives and marriage guidance coun- 
cillors. 


Paper covers 3s. 6d. net 
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HENRY KIMPTON’S PUBLICATIONS 





New Book Just Ready 
MODERN NUTRITION IN HEALTH AND DISEASE 
Dietotherapy 
Edited by MICHAEL G. WOHL, M.D., and ROBERT S. GOODHART, M.D. 
6” x 94° 1,062 Pages 80 Illustrations and 127 Tables Cloth Price £6 ISs. net 





New (2nd) Edition Just Ready 
THE BACK AND ITS DISK SYNDROMES 
Including Injuries, Diseases, Deformities and Disabilities 
With Notes on the Pelvis and Coccyx 
By PHILIP LEWIN, ™.D., F.A.C.S., F.I.C.S. 
SECOND EDITION, REVISED AND ENLARGED 
371 Illustrations and 4 Coloured Plates Price £6 15s. net 
Now Ready | New Book j New Ready 
MEDICAL AND PUBLIC HEALTH 


6” x 94" Cloth 
New (8th) Edition 


ROENTGEN INTERPRETATION 


942 Pages 


By GEORGE W. HOLMES, M™.D., 
and LAURENCE L. ROBBINS, M.D. 


EIGHTH EDITION, REVISED AND ENLARGED 


LABORATORY METHODS 


(Successor to Fifth Edition of Laboratory Methods of the United States 


Army) 
Edited by — STEVENS "SIMMONS, S.B., Say 2. Dr.P.H., 
d CLEON Jj. GENTZKOW, ™.D., 


6” x 99° 525 Pages 371 Mlustrations Cloth 6” x 93” 1,191 Pages 11S Mlustrations and Hy Coloured Plates 
Price 72s. 6d. net Cloth _ Price £6 15s. net 
New Book Ready 
THE PREGNANCY TOXAMIAS OR THE ENCYMONIC ATELOSITESES. 
By G. W. THEOBALD, M.A., M.D. (Camb.), F.R.C.S. (Edin.), F.1.C.S., F.R.C.O.G., M.R.C.P. (Lond.) 
With a Chapter on the Adrenal Cortex by JOHN DAWSON, M.B., Ch.B., M.Sc. (Leeds) 
6” x 10° xvi + 488 Pages 56 Illustrations Cloth Price 63s. net 
** Will long remain indispensable.’’—British Medical Journal. 
** This is an important | book.’ "Practitioner. 
25 Bloomsbury Way HENRY KIMPTON London, W.C.1 


Medical Book Department of Hirschfeld Brothers Ltd. 

















MARMITE 


yeast extract 





in Geriatrics 


The opinion has been expressed that the 
need for vitamins, especially those of the 
B complex, is increased in frail elderly 
persons. These essential nutrients seem to 
exert a beneficial effect even when the 
diet appears to be adequate. Marmite is a 
yeast extract containing most of the known 
factors of the vitamin B group; it can easily 
be incorporated in the diet and is econo- 
mical to use. 


in Pregnancy 


During pregnancy the demands on all 
maternal resources are increased. Diet, 
therefore, assumes a particular importance 
during this period. Marmite, taken as a 
drink or in sandwiches, or used in cooking, 
is popular among expectant mothers and 
raises the level of the B vitamins in their diet. 











MARMITE LIMITED, 35, SEETHING LANE, LONDON, E.C.3 
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Rybar Benzocaine Calamine Cream 





Possessing powerful 


local anaesthetic properties 


R.B.C. is of great value in the treatment of eczematous 
conditions, pruritus, tinea and other skin infections due to 
bacteria or fungi. The soothing effect produced on the 
application of R 8 C. in cases of intractable itching materially 
assists healing by promoting sleep and preventing rubbing 
and scratching. 


Formula :— 
Phenyimercuric Nitrate — 0.10% 
lso-buty! para-aminobenzoate 
N-buty! para-aminobenzoate 


-_— = «= 1.00% 
Benzocaine — a aw 680% 
Cholesterol one = ene 0.10% 
Calamine one ws -- 10.00% 
Hydrophilic Base to. «- 100,00% 


All poreontages wher 

Mode of issue : Collapsible tubes containing 25 gm. 
May be freely prescribed on Form ECIO. 

Professional sample and literature on request frem: 









STABORATOR 
TANKERTON>: KENT 
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New (Eighth) Edition 


J]. & A. CHURCHILL LTD. 





Just Ready 


HANDBOOK OF OPHTHALMOLOGY 


By HUMPHREY NEAME, F.R.CS., and F. 


A. WILLIAMSON-NOBLE, F.R.C.S 


With 13 Plates, containing 46 Coloured Illustrations and 154 Text-figures. 30s. 





THE CLINICAL APPROACH IN MEDICAL 
PRACTICE 

By G. E. BEAUMONT, M.A., D.M., F.R.C.P. 

74 Illustrations. 45s. 
INFANT FEEDING AND FEEDING 
DIFFICULTIES 

By P. R. EVANS, M.D., F.R.C.P., and RONALD MacKEITH, 

D.M., F.R.C.P. Second Edition. 66 Illustrations. 12s. 64. 
GYNACOLOGY 

Fifth Edition. By DOUGLAS MacLEOD, M.S., F.R.C.P., F.R.CS., 

F.R.C.0.G., and CHARLES D. READ, F. RCS., F.RA.CS., 

F.R.C.O.G. 551 Illustrations, including 27 Plates in Colour. 80s. 
PROGRESS IN CLINICAL SURGERY 

By various authors under the Editorship of RODNEY SMITH, 

M.S., F.R.C.S. 112 Illustrations. 36s. 
FINDLAY’S RECENT ADVANCES IN 
CHEMOTHERAPY 


COMMON DISEASES OF THE EAR, NOSE AND 
THROAT 

By PHILIP READING, M.S., F.R.C.S. 

Second Edition. 2 Coloured Plates and 38 Text-figures. 22s. 6d. 
CLINICAL MEDICINE IN GENERAL PRACTICE 

Edited by JOHN FRY, M.B., B.S., F.R.C.S. Foreword by Sir 

HENRY COHEN, M.D., D.Sc., P.R.C.P. 27s. 6d. 
gy AND POSTNATAL CARE 

y F. J. BROWNE, M.D., D.Sc., F.R.C.S. (Edin.), F.R.C.O.G., and 


t %. McCLURE BROWNE, M.B., B.S., F.R.C.S. (Edin.), F.R.C.0.G. 
37s. 6d. 


Eighth Edition. 94 Illustrations. 


DISEASES OF INFANCY AND CHILDHOOD 
By WILFRID SHELDON, C.V.O., M.D., F.R.C.P. Seventh Edition- 
213 Text-figures and including 18 Plates (5 in Colour). 50s. 

LEG ULCERS: Their Causes and Treatment 


By S. T. ANNING, T.D., M.A., M.D., M.R.C.P. 
42 Illustrations. 18s. 





Third Edition. Vol. t—The Antibioti 

ie C. 0. VALENTINE, F.R.C.P., and > SHOOTER, M.A., M.D. 
llustrations. 27s. 6d. 

ESSENTIALS OF ORTHOPADICS 

By PHILIP WILES, M.S., F.R.C.S., F.A.C.S. 

Second Edition. 7 Coloured Plates and 393 Text-figures. 55s. 





THE HEALTH OF THE COMMUNITY 


Principles of Public Health for Practitioners and 


Students 


By C. FRASER BROCKINGTON, M. D., M.R.C.S.,D.P.H. Foreword 
by Sir JOHN STOPFORD, K.B.E., M.D., SB. LL.D., F.R.C.P., 
F.R.S. 32s. 





New Book 


Ready this month 


PROGRESS IN CLINICAL OBSTETRICS AND GYNACOLOGY 


By T. L. T. LEWIS, M.B., B.Chir., F.R.C.S., M.R.C.0.G. 


90 Illustrations. 


104 GLOUCESTER PLACE, LONDON, wW.1 


About 50s. 




















H. K. LEWIS’S 


PUBLICATIONS 





Second Edition in Four Volumes. 


9fin. x 6fin. 


A TEXTBOOK OF X-RAY DIAGNOSIS 
By British Authors 


Edited by S. COCHRANE SHANKS, M.D., F.R.C.P., F.F.R., Director, X-ray Diagnostic Department, 
University College Hospital, and PETER KERLEY, C.V.O., M.D., F.R.C.P., F.¥.R., D.M.R.E., Director, 
X-ray Department, Westminster Hospital, etc. 


Vol. I THE HEAD AND NECK. 
Vol. II THE CHEST. 
Vol. III. THE ABDOMEN. 


448 pp. With 439 Illustrations. £2 Ss. Od. net. 
716 pp. With 605 Illustrations. £3 5s. Od. net. 
846 pp. With 694 Illustrations. £3 10s. Od. net. 


Vol. IV BONES AND JOINTS AND SOFT TISSUES. 608 pp. With 553 Illustrations. £3 Os. Od. net. 
Two or more volumes sent post free. . 





A CLASSIFICATION FOR MEDICAL AND VETERINARY 
LIBRARIES 
By CYRIL C. BARNARD, B.A.(Lond.), Univ. Dipl. in Librarian- 
ship, F.L.A., Librarian, London School of Hygiene and Tropical 
Medicine. Second Edition. 10 in. x 7} in. &4 4s. Od. net 


LYLE AND JACKSON'S PRACTICAL ORTHOPTICS IN 
THE TREATMENT OF SQUINT and other anomalies of 
Binocular Vision 
By T. KEITH LYLE, M.A., M.D., M.Chir., M.R.C.P., F.R.CS., 
assisted by MARIANNE WALKER, D.B.0.(T.). Fourth Edition. 
With 195 Illustrations (including 3 coloured). 10 in. 7% in. 
£3 3s. Od. net ; postage ls. 6d. 


ong RADIOLOGY OF THE EAR, NOSE AND 
THROAT 


By ERIC SAMUEL, M.D., F.R.C.S.(Eng.), F_F.R., D.M.R.E. With 
320 Illustrations. 10 in. x 72 in. £3 10s. Od. net ; postage Is. 10d. 


MENTAL HEALTH AND HUMAN RELATIONS IN 
INDUSTRY ; 
Edited by T. M. LING, M.D., M.R.C.P., Medical Director, Roffe 
Park Institute of Occupational Health and Social Medicine. Wit 
the assistance of 8 Contributors and with a Foreword by LORD 
HORDER, G.C.V.0., M.D., F.R.C.P. 8} in. x 5 in. 21 4s, Od. net ; 
postage Is. 6d 


THE PRINCIPLES AND PRACTICE OF RECTAL SURGERY 
By W. B. GABRIEL, M.S.(Lond.), F.R.C.S.(Eng.). Fourth Edition. 
py Coloured Plates and other Illustrations. 9% in. = 64 in. 

5s. Od. net ; = age Is. 10d, 


THE SULPHONAMIDES “AND ANTIBIOTICS IN MAN 
AND ANIMALS 
By J. STEWART LAWRENCE, M.D. (Edin.), M.R.C.P., and JOHN 
FRANCIS, B.Sc., M.R.C.V.S., with the assistance of A. SORSBY, 
M.D., F.R.C.S., and PHILIP SCOTT, F.R.C.S. Second Edition 
With 39 Lilustrations. 8} in. x 5} in. £2 2s. 0d. net ; postage 1s. 6d. 





London: H. K. LEWIS & Co. 


Telegrams: “ Publicavit, Westcent, London" 


Ltd., 136 Gower Street, W.C.1 


Telephone : EUSton 4282 (7 lines) 




















3 

















THe Lancer] THE LANCET GENERAL ADVERTISER (Fes. 4, 1956 








A NEW SPASMOLYTIC with 


virtually no side effects — 











- PROFENIL 


Indicated wherever smooth muscle spasm is encountered. Clinical use 
has confirmed its value in the treatment of spastic conditions affecting 
the gastro-intestinal tract, ureter and bladder, some cases of primary 
dysmenorrhoea, and as an adjunct in cystoscopic and gastroscopic 


examination. 


MP@OOOOOOO 


bis-gamma-phenylpropylethylamine 


Basic N.H.S. Cost: 25 for 2/9}d. Packings: Bottles of 25 and 250 tablets. 





THE GROOKES LABORATORIES LIMITED ~- PARK ROYVAL- LONDON N.W.10 











PENICILLIN 
INHALATION SET 











for Nasal and 
Oral Inhalation 





EACH. SET CONTAINS ONE INSUF- 
FLATOR AND TWO VIALS, EACH 
CONTAINING THREE CAPSULES 
100,000 UNITS CRYSTALLINE PENI- 
CILLIN POTASSIUM SALT. 











Telephone : 


THE ARMOUR LABORATORIES HAMPDEN PARK 740 


(Armour & Company Ltd.) 
Telegrams : 


HAMPDEN PARK, EASTBOURNE, SUSSEX | -ARMOLAB’ EASTBOURNE gAN 
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RESTORING THE BLOOD PICTURE 


without alimentary disturbance 





N prolonged, insidious blood loss ; long-standing infections and in pro- 
tracted dietary deficiencies, as in the elderly, the regeneration of 
hemoglobin is usually slow, with the possibility of relapse on cessation of 


treatment. 


anemia, especially those of a refractory nature. Daily administration of this 
palatable, liquid hematinic will ensure a rapid upward acceleration of the hemoglobin 
level—with maintenance of a normal blood picture after treatment is concluded. 


Pua is a new preparation particularly suitable for all cases of chronic secondary 


Each fluid ounce of PROBEX contains the total alcohol-soluble con- 

stituents of TWO OUNCES of WHOLE FRESH BEEF LIVER, the potent 

erythrogenic components of the VITAMIN B-complex, together with ferrous 
iron (in saccharated form). 


Supplied in bottles of 8 fluid ounces. 
PROBEX 


BEEF LIVER WITH IRON 


The word * Probex’ is @ registered trade mark of 


Ugerk | John Wyeth & Brother Limited, Clifton House, Euston Road, London, N.W.1 








SERENITY 


in the menopause .. . 


MIXOGEN tablets, by correcting 
endocrine imbalance, rapidly relieve the 


emotional disturbance of the menopause. 





dosage : |-2 tablets daily, 
reducing when possible. 


0.0044 mg. of 


OESTROGEN-ANDROGEN SYNERGY Sah eabtet coneeinn 
crystalline ethinyloestradiol B.P. and 


3.6 mg. of crystalline methyltestosterone 
B.P. Tubes of 25 and bottles of 100. 





Literature and sample on request. 





ORGANON LABORATORIES LIMITED 


BRETTENHAM HOUSE - LANCASTER PLACE - LONDON <« W.C.2 
Telegrams : Menformon, Rand, London. 
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‘I think it’s my nerves, doctor.’ It has been calculated that 2 in 6 prescriptions 


under the NHS are for ‘nerves’*. These patients, who may present with a bewildering 

variety of vague non-organic signs and symptoms, all have one thing in common — they 
worry too much. Since this lessens their ability to deal with routine problems 

a vicious spiral of increasing worry and decreasing competence is set up. 

Combined with a doctor’s advice and reassurance ‘ Drinamyl’ gives these patients a holiday 
from tension. By inducing a mood of cheerful calmness, without drowsiness or 


inappropriate euphoria, it enables them to take a fresh look at their situation. Imaginary 


worries are set aside and energy sensibly apportioned to deal with matters of real concern. 


‘Drinamyl 





jor the haratied paltiut 


Available for prescription in containers of 100 tablets 


© Drinamyl’ is also available in ‘ Spansule’ brand sustained release capsules 
For cost to N.H.S. see latest M. & F. list sent out November, 1955 
SMITH KLINE & FRENCH INTERNATIONAL co. | “Presented by Menley & James, Limited, 
Coldharbour Lane, London, S.E.5 
+Brit. Pat. No. 715,30§ 
Obtainable in the Republic of Ireland 





*‘Drinamyl’ and ‘Spansule’+ are registered trade marks 
DLP26 


*Quoted in Lancet (1955 ii, 14) 
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Thromboral 


A treatment for 
Hemorrhagic ulcers 
occurring in the 
alimentary canal 





THROMBORAL has been developed for the 
systemic control of haemorrhagic complications 
of peptic and duodenal ulcers; bleeding from 
ruptured oesophageal varices; denuded buccal 
ulcer and cases of epigastric distress exhibiting 
signs of internal haemorrhage. 


THROMBORAL contains active THROMBIN in 
massive doses, the instantaneous 
haemostatic effect of which is preserved 
by reduction of the pH of the gastric 
mucosa. Natural physiological 
coagulation occurs at the site of 
bleeding. 





THROMBORAL is presented as a 
complete treatment for oral 
administration over a 24 hour 
period. 
MAW’S Ethical Products also include 


THROMBORAL can be of 





inestimable value where 
the age or physical 
condition of the patient 
makes surgical inter- 
vention undesirable. 






ETHICAL 


S Maw Son and Sons Limited Barnet England 


NAPHTHIONIN A haemostatic of general action for 
administration by the parenteral route; used pre-operatively or 
post-operatively. 

Naphthionin does not control haemophiliac bleeding for which 
Thrombin (Maw) is the haemostatic of choice. 


THROMBIN (MAW) A haemostatic for topical use in surgical 
procedures for the immediate arrest of haemorrhage. 


THROMBOPLASTIN (MAW) For reagent use in the deter- 
mination of the prothrombin time in anticoagulant therapy. 


REAZIDE (Cyanacetic Acid Hydrazide) A new hydrazide 


for specific use in all forths of tuberculosis. Clinical trials 
in progress. 


HEMATRIX An ointment for the treatment of haemorrhoids, 
pruritus ani and painful, inflammatory, pruritic and eczematous 
lesions of the skin in the anal region. Prescribable on E.C.10. 


Further information available on request from Dept. L 


PRODUCTS 
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the family’ tree... 


A species of buckthorn tree supplies the 
‘sacred bark’ from which Cascara Evacuant 
is made. Introduced to medicine by Parke, Davis over 50 


years ago it is the ideal laxative for the safe and 








gentle relief of occasional or chronic 
constipation . . . for people 
of every age, in every family. 


A refined and palatable liquid, 





non-griping, non-habit forming, 
with no great tendency to after- 
constipation, Cascara Evacuant 
can be used for years without 


ill-effect. It is a natural tonic laxative. 


Gascara Evacuant 


PARKE-DAVIS 


THE IDEAL TONIC LAXATIVE 
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ANTE-NATAL 
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POST-NATAL 
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C 


VITEPRON 


capsules containing readily assimilable 
iron and the natural Vitamins of the B 
complex give all the additional haematic 
factors necessary during pregnancy and 
lactation to maintain maximum well 
being for mother and child. 


Literature and samples on request 
PAINES & BYRNE LTD., Greenford, Middlesex 
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A new 


cough specific 


sfECIAINTTLY ILM 


Suppresses cough with 
no undesirable side effects’ 
Sodium 2:6 ditertiarybutylnaphthalene monosulphonate (Becantyl), a product of 


original research, is a new agent that is specific in suppressing cough. It is unrelated 
to morphine and guaiacol. 

BECANTYL does not cause constipation, anorexia, drowsiness or any other un- 
desirable side-effects; being devoid of side-effects, BECANTYL may be prescribed for 
children and the aged. 

Clinical experience supports the value of BECANTYL in suppressing all types of cough, 
BECANTYL may be prescribed whenever the treatment of cough is indicated. 
BECANTYL is presented in 4 fluid ounce, 40 fluid ounce, and 80 fluid ounce bottles. 








BIBLIOGRAPHY 


Contribution 4 l'étude pharmacologique et toxi- Arch. f. exp. Pathol. u. Pharmakol 1940, 
cologique du butylnaphtaléne sulfonate sodique 194, 621 


ou L 1633. : 

Arch. int. Pharmacodyn 1954, 97, 34 Proc. Soc. exp. Biol. Med. 1952, 81, 463 

D’un nouveau sédatif de la toux. A propos des sédatifs de la toux. 

Thése de doctorat, Paris, June 1952 Revue du Practicien 1954, No. 7 

Becantex in der Behandlung des Hustens bei Tbc- Etude comparative de I’action antitussigéne des 
Patienten. differénts dérivés opiacés et synthétiques par rap- 
Praxis 1953, 42, 974 . port a celle du a sphate de codéine. 

La toux et son traitement symptomatique. Thérapie, 1954, 9, No. 6, p. 737 


Sem. Hdp. 1953, No. 60, 2999 











HORLICKS LIMITED 


Pharmaceutical Division, Slough, Bucks. 
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The 


illin 


for convenient 
ici 
Each c.c. contains 60,000 units. 


oral pen 
therapy 


*‘PENAVLON’ LIQUID presents soluble crystalline 
penicillin G in a stable, palatable preparation, ready 
penicillin is finely suspended in ‘Penavlon’ Liquid 
‘PENAVLON’ LIQUID is eminently suitable for oral 
penicillin therapy in patients of all ages and it is 
readily accepted by infants and children. 


so as to ensure uniform dosage. 


for use. 
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PENICILLIN ORAL SUSPENSION 
Issued in bottles of 50 c.c. 
Basic price under N.H.S. 7/- per $0 c.c. bottle. 


_ —. 3. 9. @°S © eo) ~ & 


Ph.s90/1 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 


FULSHAW HALL, WILMSLOW, CHESHIRE 
A subsidiary company of Imperial Chemical Industries Limited 
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Angina Pectoris 


In ‘Pentoxylon’ the tranquillizing, bradycardic influence of 
*Rauwiloid’ brand alkaloid hydrochlorides of Rauwolfia serpentina 
is allied to the prolonged vasodilating effect of pentaerythritol tetra- 


nitrate. This new combined therapy represents an important advance 





in the long term treatment of angina pectoris. 

Although some patients will still occasionally require glyceryl 
trinitrate, in many others ‘Pentoxylon’ will provide complete relief 
from anginal attacks. It will also bring: ‘‘gratifying reduction of 
anxiety and relief of apprehension .. .”’ 

North-West Med. (1955) 54: 34 
Dose: 1 tablet four times a day, before meals, increased later 


if necessary. 


SS = 
RIKER *Pentoxylon’ is available in tablets, each containing 
wey 1 mg. of ‘Rauwiloid’ and 10 mg. of pentaerythritol 

Sa tetranitrate, available in bottles of 25, 100 and 500. 


*‘RAUWILOID’ and 
*“PENTOXYLON’ are registered trademarks 
Registered Users: 


Ri KER LABORATORIES LTD 


LOUGHBOROUGH LEIcCsS. 
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measuring up 


.. to the standards of today 


Time is a relentless taskmaster—and yesterday’s innova- 
tion is merely the commonplace of today. Contem- 
porary medicine, for instance, regards the antibiotics as 
a very real necessity—and the physician rightly demands 
consistently good results from the antibiotic of his choice. 
So it is that more and more doctors have come to rely 
on ACHROMYCIN tetracycline, for here is the antibiotic 
that measures up to the exacting standards of the 
day. Quick to earn its place in the forefront of 
antibiotics, ACHROMYCIN has now firmly established its 
pre-eminence. To the physician it offers unsurpassed 
. 
scope in antibiotic therapy... to the patient it promises 


assurance of swift, uneventful recovery. 


ACHROMYCIN 


Te FRACYCLINE 


*Regd. Trade Mark ACHROMYCIN tetracycline is available in the following forms ; 
CAPSULES . TABLETS . SOLUBLE TABLETS 

EAR SOLUTION . INTRAMUSCULAR 

« INTRAVENOUS . OINTMENT 3% .- 

OPHTHALMIC OINTMENT 1% . OPHTHAL- 

MIC STERILIZED . ORAL SUSPENSION . 

PEDIATRIC DROPS. SPERSOIDS* Dispersible 

Powder . SYRUP . TROCHES 


ACHROMYCIN 











antibiotie 


—wa LEDERLE LABORATORIES DIVISION 
( cite S 
Le . Ganamid Products Lid BUSH HOUSE LONDON W.C.2. TEMPLE BAR 5411 
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Both from GLAXO 











Ready-to-use long acting penicillin 





Its name is BENAPEN—an aqueous ready-to-use suspension 
of benethamine penicillin, the ultra-long acting preparation 
developed in the Glaxo Research Laboratories. 2 cc. of 


Benapen provide a therapeutically adequate level of 


penicillin maintained for up to four days—a level sufficient 
to overcome infections that are fully sensitive to the drug. 


In silicone-treated vials of ten 1 cc. doses (300,000 units per cc.) 





BENAPEN 


TRADE MARK] 





NEW, 3-in-I penicillin 





TRIPLOPEN, Glaxo’s new penicillin, combines in a single 


preparation the advantages of a highly initial bactericidal 


level of penicillin plus ultra-prolonged bacteriostatic action. 


Its substantial dose of sodium penicillin produces a very high 


immediate peak concentration, rapidly killing the bulk 


of the invading bacteria. The advantage gained by this 


initial attack is supported during the following 24 hours with 
procaine penicillin, and continued for 3 to 4 days by Benapen. 



































Serum concentrations produced by a single intramuscular injection of Triplopen. 
Time in hours 1 3 6 12 24 48 72 % 
Average penicillin 8-70 1-66 87 “41 *26 “13 -07 03 
concentration in 
units ml 











Triplopen is issued as a dry powder having the following formula: 


Benapen, 500,000 units; procaine penicillin, 250,000 units; 
sodium penicillin G, 500,000 units. 


Free-flowing: When water is added Triplopen suspends immediately to make 


an unusually fluid injection which passes easily through a 23 8.w.c. 


needle without clogging. Jn single-dose vials in individual cartons and boxes of ten 








TRIPLOPEN 





TRADE MARK] 





GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX, 


BYRON 


3434 
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FACTS CONCERNING 


‘GANTRISIN’ 


TRADE MARK 


SYRUP 


Improved formula 





| NO BITTER AFTER - TASTE 





Composition : 
sulphafurazole. 


Chemistry : Sulphafurazole 


CH,-C—C—CH, 
=) 

H,N—~ ps —NH-C€ N 
2N-\ S80; VV 


N! acetylsulphafurazole 
. CHs-C—C—CH, 
| 


— - 5 
H,N-~< sSO,.—N— N 
2 <p SO, C } 
co oO 
CH; 
N‘ acetylsulphafurazole 
CH,-C—C—-CR, 


aa t ot 
CH,CcO uN-~<__>-80, NH-C N 
bd 


Each ¢ c.c. contains 0.5 g. sulphafurazole in the form of N? acetyl- 


BRAND 








Note: 
N! acetylsulphafurazole 
is rapidly converted in 
the gastro-intestinal | 
tract to sulphafurazole 
and is absorbed as such. 
(The N! compound 1] 
should not be confused 1} 
with the compound 
acetylated in the N¢ | 
position. The latter is 
the substance produced 
in the body as a result 
of conjugation in the 
liver).« 
| 








Properties: N! acetylsulphafurazole being absorbed as sulphafurazole when given 
by mouth, has the same range of activity and solubility and lack of || 
toxic effects as the parent substance. 

Advantages: ‘Gantrisin’ syrup containing N? acetylsulphafurazole is a stable 
suspension which is fully effective but has no bitter taste. 

Packings: In bottles of 100 c.c. and gooc.c. (0.5 g. in § c.c.) 


ROCHE PRODUCTS LIMITED - 





15 MANCHESTER SQUARE + LONDON, W.1 
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SEARLE 


introduces the 


corrective of choice 


for constipation 





‘*Metamucil ’’ Powder contains the highly 
refined mucilloid of Plantago ovata seed with 
dextrose as dispersing agent. Designed to 

be taken with a full glass of liquid, the resultant 
soft, bland mass of inert, lubricating bulk 
mixes intimately with the intestinal 
contents and extends evenly throughout the 
digestive tract—gently initiating reflex 
peristalsis without irritation or straining. 
‘*Metamucil ”’ is, therefore, the corrective of 
choice for all age groups, including children, 


the aged, and those chronically ill. 


SEARLE 


Note New Address : 
c.p. SEARLE «co. rtp. 


83, Crawford Street 
London, W.1 


Telephone : Paddington 4034 
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SEARLE 


Metamucil* 
POWDER 


the bland, demulcent, bulk 
corrective for promoting normal 
| peristalsis and preventing 


Constipation 


*‘Metamucil *’ is particularly effective in the 
correction of atonic, spastic and rectal 
constipation, and the constipation of associated 
conditions such as mucous and ulcerative 
colitis, peptic ulcer, hemorrhoids, after anorectal 
surgery, and diverticulosis. ‘* Metamucil *’ is 
of great value during pregnancy. The tumblerful 
of prepared ‘* Metamucil ’’ may be followed 
by an additional glass of water or other cool 
liquid if additional liquid is indicated for 

the individual patient. ‘* Metamucil ’’ is 


available in containers of 4 and 16 ounces. 


Literature on request 


*REGISTERED TRADE MARK. 
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Governing factors 


in balanced digitalisation 


A constant and stable composition, rapid action, uniform absorption, and 
elimination quick enough to avoid prolonged toxicity ; these are the 
qualities which would be expected of a digitalis preparation of choice. They 
are all evident in Digoxin. A pure digitalis glycoside, Digoxin given by 
mouth or intravenously permits safe and sensitive control of cardiac 
arrhythmias, and moreover enables maintenance dosage to be established 
within a very short time. 


FOR ORAL ADMINISTRATION 
* Tabloid ’ a0 Digoxin 
Solution of Digoxin, ‘ B. W. & Co.’ 


{WOMAN 1) 





FOR INTRAVENOUS ADMINISTRATION 
“Wellcome ’»0 Injection, of Digoxin 
“Wellcome ’ we. Sterile Alcoholic Solution of Digoxin 


DIGOXIN ‘B.W. & CO.’ 





i val BURROUGHS WELLCOME & CO. ce weitcome rounnationire.) LONDON 
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CORTISTAB and 
HYDROCORTISTAB 


now freely available on prescription 
These products are manufactured in Great Britain at our 
extensive plant, designed for the large scale production 


of corticosteroids, 


CORTISTAB (cortisONE ACETATE 
TABLETS 25 mg. Bottles of 40, 100 and §00. 
INJECTION 25 mg. per ml. Vials of 10 ml. 
EYE DROPS 1% Bottles of 3 ml. 
EYE OINTMENT 1% Tubes of 3 G. 


HYDROCORTISTAB (HYDROCORTISONE) 
TABLETS 20mg. Bottles of roo. 


INJECTION (Intravenous) 5 mg. per ml. for intravenous 
injection after dilution. Ampoules of 20 ml. 





INJECTION (local) 25 mg. per ml. Hydrocortisone acetate 
suspension. Vials of 5 ml. 


Further details will be gladly sent on request to 
BOOTS PURE DRUG CO. LTD. NOTTINGHAM ENGLAND 
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INDUSTRIALISATION AND COMMUNITY 
LIVING * 


A. Lestiz Banks 


M.A. Camb., M.D. Lana, FRCP... D.P.H. 
PROFESSOR OF HUMAN ECOLOGY, UNIVERSITY OF CAMBRIDGE 


In medieval as in ancient times, children were taught 
to work with their hands from an early age—e.g., from 
about 4 or 5 years—and the apprenticeship system meant 
that by the time a man had reached his teens he was 
already experienced in his craft, and a few years later 
was a master-craftsman. The short duration of life 
at that time, and its uncertainty, were therefore com- 
pensated, to some extent, by this early start. With the 
growth of mechanical power, and the rise of the industrial 
towns, the use of child labour was extended, and life 
became even more brief and uncertain ; for many of these 
unfortunate little waifs never reached adult life because 
of the shocking conditions under which they worked. 
Those who did remained the slaves of the machines, and 
had neither the opportunity, nor the satisfaction, of 
becoming craftsmen. 

Conditions in Britain today would appear Utopian 
to the workers of the early years of last century. Hours 
of work are now less than half, wages are high, health and 
welfare services are secure, housing is reasonably good, 
and there are more facilities for the use of leisure. Would 
the medieval craftsmen have been as envious? I doubt 
it, for they would find something missing. The swing of 
the pendulum has carried those who work in industry 
into large and impersonal undertakings; their homes 
are often in dormitory areas remote from the life of the 
city or town centre, and much of their leisure is spent 
passively, in watching, rather than creatively. 

No one would wish to return to the brief and hard life, 
the smells and squalor, of a medieval city ; but the fact 
remains that the men of those times were able to take 
pride in producing, by their own skill, works of the 
highest quality and beauty; the spinsters really did 
spin, and life, though short, was truly communal. Which 
all boils down to saying that they had certain incentives 
which are lacking today. Or, if you prefer alternative 
definitions, they had motives, provocations, or spurs, 
that roused them to live their short lives fully. What 
were those motives ? Firstly, as already noted, life was 
brief and uncertain, death came readily to the young as 
well as to the old, and ‘“‘ men feared death as children 
fear the dark.’’ Secondly work was a natural thing. 
As Francis Bacon said, in his Advancement of Learning, 
‘But men must know, that in this theatre of men’s 
life it is reserved only for God and angels to be lookers 
on.”’ Thirdly, skill was an essential, and ‘‘ He that hath 
not the craft let him shut up the shop” to quote an 
ancient proverb. Most important, the standard of 
workmanship was judged by fellow-craftsmen, for ‘a 
workman is known by his work.’ Finally, the numbers 


of the people were relatively small, and life was lived in, 


common, whether in town or village. 

It will be noted that I have omitted the greatest 
incentive of all, the spiritual; not because I do not 
believe in it, but because no amount of academic 
discussion will replace it if it has been lost. 


The Current Picture of Industrialisation 


Before we attempt to compare those times, and 
incentives, more closely with our own it will be advisable 
to examine the magnitude of the problem with which we, 
in this country, are trying to grapple. According to the 
1955 edition of the Official Handbook on Britain, the 
United Kingdom is one of the most highly industrialised 


* From a paper given to a conference of the Industrial 


Welfare Society on Oct. 21, 1955. 
6910 
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countries in the world! ; for ten people work in mining, 
manufacturing, and building, for every one in agriculture. 
Of the total number of persons in civil employment in 
1950 about 22'/,% were said to be employed by public 
enterprise and 77!/,% by private enterprise. In manu- 
facturing and building 96% of the persons engaged were 
employed by private enterprise. ‘‘ Also in terms of 
employment, only about 30% of the public utilities— 
gas, electricity, water and transport—-was the concern 
of private enterprise.”’? An interesting mid-century 
position in which to find ourselves. 

Over a quarter of all employees in manufacturing 
industries are in establishments employing from 100 
to 500 persons ; but there is a slow and significant trend 
towards an increase in size, for in May, 1952, establish- 
ments with 1000 or more employees were found to 
employ 2,224,000 persons—more than twice as many as 
in 1935. It should, however, be noted that a single firm 
or combine may own many different establishments. 

We have thus three main components as a result of 
industrialisation. The employers and their associations 
(there are about 270 national federations and probably 
about 1600 other employers’ organisations) ; the State, 
which is also an employer; and the workers with their 
trade unions. The State departments concerned include 
the Treasury, the Ministry of Labour and National 
Service, the Board of Trade, the Admiralty, the Ministry 
of Supply, the Ministry of Agriculture, Fisheries, and 
Food, the Ministry of Fuel and Power, the Ministry of 
Transport and Civil Aviation, the Ministry of Works, 
the Ministry of Housing and Local Government, the 
Ministry of Health, and the Post Office—a formidable 
and impressive list. 

At the end of 1952 there were in Britain 690 separate 
trade unions with a total membership of 9,525,000, but 
67% of all trade-unionists were in 17 big unions. The 
total working population of the United Kingdom in 
1954 was just over 24 million—i.e., some 47% of the 
total population. About 95% of British men of working 
age (15 years to 64) were in or seeking gainful work. 
The remainder were students, severely disabled persons, 
or of independent means. The proportion of women of 
working age (15 years to 59) working or seeking gainful 
work was about 45%. There were about one million older 
men and women still at work, in addition to those of nor- 
mal working age. Of thesg vast numbers only abouf 1*/, 
million were employers or self-employed. The majority 
of the female labour force was under 35 years of age.® 

Nearly 45% of those in civil employment were engaged 
in the mining and manufacturing industries and only 
about 5% in agriculture and fishing. Women in industry 
were chiefly employed in the manufacture of textiles, 
clothing, food, drink, and tobacco, and in the distributive 
trades and professional and miscellaneous services. 

Among the changes of this century has been an increase 
in those employed in administration, including 1,400,000 
women clerical workers and typists (1951 census, 
one per cent. Sample Tables), an increase in nurses 
(now nearly a quarter of a million) and women teachers 
(220,000). There has been a decline in employment in 
coal-mining, cotton textiles, and agriculture, and in 
private domestic service. On the other hand, employ- 
ment in metals, engineering and vehicles, and the 
chemical groups of industries, has doubled in the past 
twenty years. There has also been a considerable increase 
in the numbers employed in the distributive trades. 

It is clear, therefore, that with a labour force five 
times the total population of England in the time of 
Elizabeth I, and an annual import and export of goods 
measured in thousands of millions of pounds sterling 
(in 1953 total imports c.i.f. were £3345 million and 
exports of United Kingdom goods f.o.b. £2582 million), 
comparisons with the conditions of medieval times are 
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almost impossible, with the exception of pride of crafts- 
manship. It would, in fact, be easier to attempt to fore- 
cast future trends, for the drift away from mining and 
cotton textile work, in favour of the newer engineering 
and chemical industries, seems likely to continue, and 
the further developments in these industries will require a 
different type of worker from the past; for even a push- 
button operator must know which button to push and why. 

The manual worker of my boyhood, with his clay pipe, 
his choker, and his dinner in a red handkerchief, is already 
a museum piece, and in his place has come a race of 
people who are already technically proficient, and who, 
in a short space of time, must become more so. Such 
people will lead very different lives from their forebears. 
In this connection it is instructive to note the compre- 
hensive definition of automation presented at the First 
International Automation Exhibition held in New 
York in 1954.4 It was there defined as ‘*‘ the substitution 
of mechanical, hydraulic, pneumatic, electrical, and 
electronic devices for human organs of observation, 
decision and effort, so as to inerease productivity, 
control quality, and reduce costs.’ A more simple 
definition has been given as ** the operation of machines 
by other machines.”’ 


Community Living 

The first essential is, of course, to be and remain alive, 
and a very considerable portion of the revenue of the 
country is devoted to ensuring that most of us are 
enabled to do so. For the purposes of the present paper, 
however, we can take these services—health, hygiene, 
pure and adequate food, and so on—for granted, and 
concentrate rather on how to ‘‘ warm both hands before 
the fire of Life,’ to quote Walter Savage Landor. These 
measures to preserve life and health are, however, 
effective only in so far as the people will make them 
so, and that is a matter of education. It is not the prime 
function of national health and welfare services to provide 
excuses for absence from uncongenial work, or to cure 
diseases which should not have occurred. Similarly the 
purpose of education is, presumably, to open a wider 
door than mere ability to read a table of football results, 
or instructions for the filling-in of forms. 

Excluding his physical needs what does a man want ? 
Here it is tempting to bring out all the well-worn phrases 
about a balanced emotional, intellectual, and spiritual 
development; but each man differs and generalities 
will not suflice. First and foremost, however, he needs 
a sense of purpose, a place, a niche, in his community. 
He needs, if he is a normal person, to feel a sense of 
personal responsibility for his daily life, and he also 
needs some outlet for the creative urge which is within 
everyone, and which, if unsatisfied, may appear in the 
most bizarre fashions. 

It is customary to speak of the home as the place 
where self-discipline, integrity, and a sense of responsi- 
bility are learnt, and to point to the association between 
broken homes and delinquency; but I sometimes 
wonder whether our educational system is at fault. It 
must be tantalising enough for a child to begin to learn 
of interesting things, and then have to concentrate at 
an early age on a few special subjects for examination 
purposes. It must be even worse for a boy to find himself 
in the *‘ duds ”’ class, or in a school for backward pupils, 
especially if he knows that he is only deficient in certain 
things, while he may be expert in others. 

Also, how much does our educational system take into 
account the future life of the child ? Does anyone ever 
explain to him the various ways in which he might 
make his living, and the disadvantages of ‘* dead ends *’ ? 
Our great industries have many international ramifica- 
tions. Are children taught to associate the factories 
and workshops in their own town with the geography 
of their books ? It would be a valuable experiment for 
the management to organise talks to, and visits from, 
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schools, and let the men do the talking. At least the 
experiment could do no harm. The children would learn 
something, and the men wouid benefit by the experience. 

It is at the next stage, the school-leaving age, that the 
most searching questions need to be asked about our 
present system. We are, and rightly, proud of our youth 
service in Britain. It is, in the words of the official 
handbook, designed to provide for the leisure-time 
activities of young people and to offer them oppor- 
tunities ‘‘complementary to those of home, formal 
education and work ”’ for observing and developing their 
personal resources of body and spirit and so helping 
them to become responsible members of society. But 
does anyone ever explain to these young people, with 
practical demonstration on a ‘‘ mock-up,”” how to make 
the best use of a home ? Admittedly I have in mind the 
type of full-sized model used by the Building Research 
Station in their experimental investigations into the 
comfort and working conditions of the housewife, and 
such realistic conditions would be too costly to be widely 
copied. But one would imagine that housing authorities, 
for example, might find it profitable, in the long run, to 
lend an empty council house for this purpose which 
could then be furnished simply, and water, gas, and 
electricity boards could supply examples of their wares 
and demonstrate their proper use. Boys would, I believe, 
enjoy seeing how electrical and other gadgets works and 
girls would enjoy being shown how lighting, colour, and 
the proper placing of furniture or fittings, improve work- 
ing conditions in the home. Indeed it is not too far- 
fetched to suggest that members of a senior class should 
‘‘run’”’ such a house for a week, including the cooking 
of meals, and thereby gain valuable information on 
family budgets. If the house were open for parents to 
see if they wished, then adults would benefit also. Such 
an experiment might do more good than many lectures 
on civic and community development. 

Does anyone gather these youngsters in groups and 
take them round the various industries in the area ? 
When they have acquired a job, is it anybody’s responsi- 
bility to take them through the process from start to 
finish, so that they may see the machine of which they 
form part ? In a small office the office boy soon becomes 
extremely knowledgeable, but a van-boy sitting on the 
tailboard of a truck may know only the name painted 
on the side of it. Small wonder if he jumps off and goes 
somewhere else. 

Quite seriously I would suggest that the federations 
of employers, the trade unions, and the Government 
departments and nationalised industries concerned, 
might organise, on an area basis, courses of instruction, 
with practical demonstrations, for those about to enter 
industry, together with an advisory service for parents. 
For that matter it should not be beyond the wit of man 
to reorganise part’ of the National Service machine so 
that it would function as a preliminary training-school 
for civil as well as military purposes, but without the 
element of conscription. 

The Future 

It seems to me, as a mere onlooker, that we are stuck 
about halfway along a course for which the ancient 
learning has no precedents ; for we now have this curious 
mixture of State control and private enterprise, with 
the former gaining in importance. It so happens that I 
have spent some twenty-one years in local and central 
government service, and, while I have the greatest 
respect for the civil and local-government servants, 
there is no doubt in my mind that the State machine is 
not an ideal one when considering industrialisation and 
community living. Rules drawn up on a national basis 
must be free from loop-holes through which the rascal 
or the stupid may slip; grades must be standardised 
and rates of pay adjusted to those grades; Ministers 
must be protected and mistakes avoided. With such a 


machine there is little room for experiment, for failures 








for 


Fe 
th 


or, 





the 
arn 
1¢ce. 
the 
our 
uth 
cial 
ime 
or- 
mal 
1eir 
ing 
But 
rith 
ake 
the 
rch 
the 
and 
ely 
ies, 


ich 
und 
res 
ve, 
ind 
ind 
rk- 
‘ar- 
uld 
ing 
on 
to 
ich 
res 


nes 
the 
ted 
DES 


n8 
ent 
ed, 
on, 
ter 
its. 
an 

80 
po] 
she 


ek 
nt 
us 
ith 
t I 
ral 


ts, 
is 
nd 
sis 
eal 
ed 
ATS 
| & 
res 





THE LANCET] 


on a national scale are costly. In short it is designed 
for braking rather than for acceleration. 

Much the same comments apply to regional control. 
For advisory and planning purposes, for distributing 
the load evenly and strengthening weak places, a regional 
organisation is excellent. But the men who sit on regional 
boards can, in the nature of things, know little about 
conditions in detail in their regions, and nothing what- 
soever about the needs of individuals other than those 
with whom they may come into contact. Are conditions 
any better under private enterprise? I do not know, 
but I suspect that the larger the enterprise the less the 
individual employed in it feels a sense of personal 
responsibility, and we are unquestionably moving into 
an era of large enterprises. 

I have also found that the most severe judges of a 
workman are his fellow men, and the iron discipline 
of some trade unions can be just as harmful as a harsh 
employer or a remote and impersonal board—indeed 
more so, for the latter can only operate within certain 
limits, whereas the former may influence the whole life 
of a man. 

With the vast numbers now employed in industry, 
and the complex machinery of organisation, it is possible, 
without drawing too much on the imagination, to foresee 
the possibility of a future in which the individual has 
no place other than as a unit, to be paid a standard wage 
(without regard for good or bad work), for standard 
hours, provided that he obeys the rules drawn up by 
the State, the employing body, and his fellow workers. 
In such a community the penalties for making a wrong 
decision might greatly exceed the rewards for showing 
initiative and making the right one, and the punish- 
ment for ineptitude might be transferred from the act 
of being guilty of it to the ‘‘ crime ’’ of being found out. 

It is clear that the requirements of any industrialised 
country in the future will call for a high level of intelli- 
gence in its workers. Unskilled and manual workers 
will be increasingly replaced by mechanicians and 
technicians sufficiently familiar with control panels, 
and laboratory techniques, to take charge of automatic 
and semi-automatic processes and to be able to detect and 
remedy causes of breakdown. In such a society it 
is equally possible to foresee at least a partial return 
to pride of craftsmanship, particularly if this is fostered 
by careful preliminary training and regular “ post- 

aduate ’’ instruction, so that the individual is made to 
feel that he is a part of the whole—“ a piece of the main ”’ 
to quote John Donne. To ensure this will require, in 
my opinion, more attention to the instruction and 
advice given to those about to enter industry, and this, in 
turn, calls for combined action by employers, trade unions, 
Government departments, and education authorities. 

It is also possible that, with increasing ease of control, 
the hours required to be worked will be shorter, quite 
apart from the efforts of organised labour in this direction, 
and the problem of the proper use of leisure, already a 
considerable one, will loom large. At present we think 
in terms of a shorter day, or a five-day week, and leave 
the individual to fill in his spare time as best he can, 
with the result that, in many instances, he becomes a 
passive watcher of screens and games, a process which 
ean distil off his earnings without much benefit to himself. 
Is it too far-fetched to think instead of longer hours of 
work and longer vacations? If my arithmetic is right, 
it would be possible to replace a forty-hour week with 
a fortnight’s holiday each year, by a sixty-hour week 
with three months’ holiday, and have some additional 
340 hours of work in hand for each individual at the 
end of the year. It might be asked what would a man 
do with a longer holiday. My experience of university 
folk is that they use their vacations to do all the 
interesting things they cannot do in term-time—such as 
composing fantasies like this. 
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I do not suggest that everyone should have three 
months’ holiday each year, but rather that we should 
get away from the concept of shorter days and shorter 
weeks, in favour of longer periods of leisure at longer 
intervals. University teachers can accumulate sabbatical 
leave, term by term, until it amounts to a sabbatical 
year, which they can then spend in study away from their 
university. They are not compelled to take it, but the 
principle is a sound one, and I see no reason why it 
should not be extended to industry, so that a con- 
scientious worker could accumulate sufficient leave to 
enable him to do something worth while with it. Some 
of the arguments against the scheme are obvious : 
men will then do two jobs; it will cause inconvenience 
if everyone is away at once ; it will interrupt the smooth 
flow of production, &c., &c., but I do not think that 
these upset the principle. 

I have put forward this proposal on the assumption 
that the worker of the future will be an intelligent and 
responsible being, who will prefer to work hard when he 
is working, in order that he may have enough leisure 
to do interesting things. At the moment the yardstick 
of prosperity is a material one, as represented by articles 
which can be bought on a hire-purchase system. If 
Utopia is to consist of bigger television sets, deep-freeze 
refrigerators, and more cars on the road, then I am 
wrong. If it is to comprise opportunities to see and 
study something of the rest of the world and to live 
a full life, then I am right. Benjamin Franklin, who 
had many sayings about the value of time, wrote truly 
when he said ‘*‘ Dost thou love life ? Then do not squander 
time, for that’s the stuff life is made of.’’ There is more 
in life than forever fighting for a fatter weekly pay- 
packet, and then squandering it. 

Industrialisation and community living can be made 
practicable in the future if; (a) the worker in industry 
can be made to feel that he is an essential and integral 
part of the organisation on which his life, and that of his 
fellows, depends; (b) he is prepared to work for his 
leisure, and (c) that leisure is properly used. There are 
so many nice things to do, and life slips by so fast. 
There is more to it than was imagined by Asop’s fly 
when it sat upon the axle-tree of the chariot wheels, and 
said, ‘‘ What a dust do I raise !”’ 
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Gone 


‘©. . The emergence of middle-aged men as a ‘ vulnerable 
group’ is the most startling occurrence for a public health 
movement whose ideas on prevention are based largely on 
such experiences as maternity and child-welfare work. The 
nineteenth-century epidemics, bred in poverty and malnutri- 
tion, arose from failures of the social system. ... But coronary 
thrombosis (and there is no reason to suppose it is unique), 
with its origins apparently in high living standards and our 
means of achieving these, seems to be arising from what we 
regard as successes of the social system, and from the essential 
processes of our new industrial society. There is every reason 
to expect that, as social progress continues along its present 
lines, we shall have not less coronary thrombosis in the future 
but more. Over and above that, it is becoming clear that in 
the modification of personal behaviour, of diet, smoking, 
physical exercise, and the rest, which look like providing at 
any rate part of the answer, the responsibility of the individual 
for his own health will be far greater than formerly. It will 
not be possible to impose from without (as drains were built) 
the new norms of behaviour better serving the needs of 
middle and old age. They will come about only in a new 
kind of partnership between community and individual. 
And if it turns out that the ‘ wisdom of the body and under- 
standing of the heart ’ begin with a rather dull moderation in 
all things, perhaps even that is not a negligible message from 
preventive medicine to these over-excited times.’’—Dr. J. N. 
Morris, Listener, Dec. 8, 1955, p. 997. 
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THE BILLROTH-I AND POLYA 
OPERATIONS FOR DUODENAL ULCER 
A COMPARISON 


J. C. GoLiaHER P. J. Morr 
Ch.M. Edin., F.R.C.S. M.C., M.B. Glasg., F.R.C.S. 


J. H. WricLey 
M.B. Edin., F.R.C.S.E. 
From the Professorial Surgical Unit, General Infirmary, Leeds 


Tue Billroth-1 resection is said by many to be followed 
by much less trouble from post-gastrectomy symptoms 
than is the Polya operation, and for that reason it has 
been increasingly used in this country in recent years. 
Many surgeons now regard this as the operation of choice 
for cases of gastric ulcer, to which it is, of course, 
especially suited. The suitability of the Billroth-1 
operation in cases of duodenal ulcer, however, is open 
to considerable dispute and surgical opinion is sharply 
divided on this issue. To any surgeon who has had much 
experience of the operation, the objection that it will 
seldom be technically feasible when the ulcer lies in the 
duodenum itself will carry little weight ; it is surprising 
how often a really high Billroth-1 resection can be per- 
formed under such circumstances. The criticism that 
a recurrence of duodenal ulceration is commoner with 
this technique than with the Polya method is less easily 
refuted, and reports are conflicting on this point. 

‘In view of this divergence of opinion, we have surveyed 
the late results of subtotal resection by Billroth-1 and 
Polya techniques in the treatment of duodenal ulcer. 


Case-material 

We analyse here all cases of duodenal ulcer admitted 
during the years 1948-54 inclusive for gastric resection, 
under the care of one of us (J. C. G.) at St. Mary’s Hos- 
pital or of another of us (P. J. M.) at the Leeds General 
Infirmary. The survey comprises 312 patients (277 males 
and 35 females) whose ages ranged from 12 to 82 years, 
the majority being in their 4th or 5th decade. Most 
of the patients had elective gastrectomy, but 20 had 
emergency operations for bleeding or perforated ulcers. 


Choice of Operation 

Approximately half of the patients were treated by 
Billroth-1 resection and half by Polya resection. 

The operations were performed by five surgeons 
of whom three performed Polya resections only and two 
started with Polya resections but at the end of 1949 
adopted the Billroth-1 method as the operation of first 
, choice. 

In 8 or 9 cases early in the series Billroth-1 resection proved 
impracticable because of fixity of the ulcer or difficulty in 
bringing the stomach remnant and duodenum together after 
a high resection. In these cases the operation was completed 
as a Polya gastrectomy, and was recorded as one of the Polya 
group. 

So far as possible with several surgeons taking part a 
uniform level of gastrectomy was maintained, with 
removal of at least three-quarters of the stomach in all 
instances, including the Billroth-1 cases. 


NUMBER OF BILLROTH-I AND POLYA RESECTIONS 
PERFORMED, FOR DUODENAL ULCER, 1948-54 


TABLE I 


Year Billroth 1 Polya Both operations 
1948 = 31 31 
1949 2 27 29 
1950 15 28 43 
1951 30 25 55 
1952 13 16 59 
1953 23 12 35 
1954 35 25 60 
Total 148 164 312 
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Table 1 shows the numbers of both types of operation 
in the period under review. Altogether there were 148 
Billroth-1 resections and 164 Polya resections. In the 
earlier years relatively more Polya resections were done, 
so the Polya group includes a higher proportion of 
patients followed up for a long time; this may have a 
bearing on the relative incidence of recurrent ulceration 
in the two groups. 


Losses from Series 


Not all the patients were followed up ; for, as table 1 
shows, some died after operation, some died subse- 
quently from causes unrelated to recurrent ulceration, 
and some could not be traced. 


Operative Mortality 

There were 12 deaths in the postoperative period, all 
due to leakage and peritonitis from a sutured duodenal 
stump or gastroduodenal anastomosis. This gives an 
over-all mortality-rate of 3-8°4. The mortality-rate was 
roughly the same in both groups ; there were 6 deaths in 
148 patients treated by Billroth-1 gastrectomy and 6 


TABLE II——-DEATHS AT OPERATION, SUBSEQUENT DEATHS FROM 
UNRELATED CAUSES, UNTRACED PATIENTS, AND PATIENTS 
FOLLOWED UP 


‘ 
No. of 7 
: — ‘ No. of 
ai ; No. of deaths No. of aii 
Ris td —< deaths at from | untraced | _—— 
I I operation unrelated patients | uD 
causes I 
Billroth 1 .. 148 6 1 9 132 
Polya és 164 6 4 16 138 


deaths in 164 patients treated by Polya gastrectomy, 
but the latter group included some cases with very 
adherent ulcers which had been rejected as unsuitable 
for the Billroth-1 operation. 


Subsequent Deaths from Unrelated Causes, and Untraced 
Patients 

5 patients died from other causes some time after 
leaving hospital : 

2 died from pulmonary tuberculosis one and two years 
after operation, 1 following prostatectomy four years after 
gastrectomy, 1 from an unspecified cause one year after 
operation, and 1 from cardiac failure five years after 
operation. 


Despite every effort, 25 patients could not be traced, 
owing either to a change of address or to their having 


TABLE IlI-—-RECURRENT ULCERATION IN ALL PATIENTS 
FOLLOWED UP 


Recurrences 


Type of No. of 
operation patients 
Proven Suspected Total 
Billroth 1 «2 132 14 6 20 (15-1%) 
Polya .. -3 138 1 1 2 (15%) 


left the country. Several of these patients had been 
followed up for a short time before becoming inaccessible, 
but we have considered it best to exclude them from our 
assessment of the late results. 

The number of patients who died subsequently and 
the number who were untraced in each of the two groups 
were as follows: Billroth-1, 1 death and 9 untraced ; 
Polya, 4 deaths and 16 untraced. 


Follow-up 

132 patients treated by Billroth-1 and 138 by a Polya 
gastrectomy were followed up (table 11). We were inter- 
ested in three aspects of the late results : 


the incidence 
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large recurrent ulcer is on lesser curve of re-formed 


and site of recurrent ulceration ; the frequency of post- 
gastrectomy symptoms not due to ulceration (the 
so-called post-gastrectomy syndromes); and the func- 
tional state of the patient, determined by his fitness for 
work and his enjoyment of life. To assess these results 
and make as impartial a comparison as possible between 
the two operations, each patient was interviewed by a 
panel of three. To guard still further against bias, the 
panel usually made its preliminary assessment before 
consulting the patient’s notes, so that its conclusions 
were often reached in ignorance of the type of operation 
that had been performed. 


RECURRENT ULCERATION 


Table m1 shows the number of patients with recurrent 
ulcers after the two operations. Proven ulcers were 


TABLE IV RECURRENT ULCERATION IN PATIENTS FOLLOWED 
UP FOR AT LEAST THREE YEARS 
Recurrences 
Type of No. of 
operation patients 
Proven Suspected Total 

Billroth 1 80 11 3 14 (17-5%) 
Polya 106 1 1 2 (1:9%) 


those found at a further operation, or demonstrated 
unequivocally by radiography or gastroscopy. 

The difference between the two series is striking: the 
recurrence-rate was 15-1°% after the Billroth-1 resection, 
and only 1-5°% after the Polya resection. These figures do 
not represent the final picture, because some of the 
patients treated more recently by these operations may 
yet have recurrences. However, most of the recurrences 
appeared within eighteen months to two years of opera- 
tion, and a slightly more accurate estimate of the risks 
of recurrent ulceration may be reached by considering 
only the patients operated on at least three years before 
the survey (table rv). This also eliminates one of the 
main points of dissimilarity between the two groups 
the duration of the follow-up. 

These figures confirm the much greater tendency to 
recurrence after the Billroth-1 resection. With this 
operation the recurrence-rate after three years was 
17-5%%, whereas with the Polya operation the recurrence- 
rate was only 1-9%. 

Most of the recurrences were in men (who made up the 
bulk of the series) ; but 4 were in women, all of whom had 
been treated by the Billroth-1 operation. 
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Radiographs after barium meal in 4 cases in which Billroth-I gastric resection had been done for duodenal ulcer. 
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In each case crater of 
| to gastroduodenal anastomosis. 
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Sites of Recurrences 

After the Polya gastrectomy for duodenal ulcer, 
recurrence takes place in the jejunal mucosa close to the 
stoma. By analogy, any recurrences after Billroth-1 
resection would be expected to lie in the exposed duodenal 
mucosa adjacent to the anastomosis. In the present 
series some of the recurrences were in the duodenum 
(table v), but it was surprising to find that the majority 
were on the lesser curve of the stomach. Findings at the 
second operation Jeft no doubt that in 3 or 4 cases there 
were true gastric recurrences. In the other cases, how- 
ever, the subsequent operations (sometimes a simple 
vagotomy without opening the stomach, sometimes a 
Polya conversion with little attention to the exact site 
of the ulcer) failed to establish the side of the anastomosis 
on which the ulcer lay, and the radiological diagnosis 
was accepted. But we were very doubtful about the loca- 
tion of many of these ulcers and wondered whether they 
were not stomal rather than gastric in position. The radio- 
logical diagnosis of ulceration in the region of the lesser 
curve is difficult because of the niche-like appearances 
often found in this situation after a Billroth-1 gastrec- 
tomy. Puckering and dastortion are produced by the 
suturing of the upper part of the gastric remnant, which 
of course constitutes the lesser curve of the re-formed 
stomach. We have therefore been cautious in interpreting 
radiographs and have restricted definite diagnoses to 
cases with obvious craters, as in the accompanying 
figure. 

Incidentally, these radiographs give a good indication of 
the level at which we normally performed our Billroth-1 
resections. There was no question of the gastrectomy being 
skimped because a gastroduodenal anastomosis had to be 
considered. 

It is difficult to explain the predilection for recurrent 
ulceration on the lesser curve after Billroth-1 resection 
for duodenal ulcer, because no such ten¢lency is apparent 
following this operation for gastric ulcer. In the past 
six years one of us (J. C. G.) has treated a series of 124 
patients with gastric ulcer by Billroth-1 resection without 

TABLE V SITES OF RECURRENT ULCERS 


No. of recurrences 


Site of recurrence 

After Polya 
resection 

(138 patients) 


After Billroth-1 
resection 
(132 patients) 


Duodenal or jejunal 6 1 
On stoma a6 o9 1 0 
On lesser curve of stomach 11 0 
Not clearly established 2 1 


t2 
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POST-GASTRECTOMY SYMPTOMS NOT DUE TO 
RECURRENT ULCERATION 


TABLE VI 


After After 
Billroth-1 Polya 
Symptom resection resection 


(% of 132 | (% of 138 
pat ients) | patients) 
Poste ibal epigastric fullnes 45 4 39-8 
Postcibal epigastric fullness 5 with faintne: +38 
and sweating, &rv. 15-1 10°8 
Bilious regurgitation ie 9-0 15-2 
Non-bilious regurgitation and vomiting . < 6-8 5-0 
Persistent weight loss of more than */, st.. . 20-4 15:9 
Quick fatigue . a 11°3 15-2 
Persistent diarrhoea . ° Se oe 2:2 2:8 


encountering a single instance of definite recurrent peptic 
ulceration in the stomach or elsewhere. 

In the present series the higher incidence of duodenal 
or stomal recurrences after Billroth-1 resection than of 
jejunal ulceration after Polya gastrectomy is surprising 
in the light of the experimental work of Ivy and Fauley 
(1931), which gave good reason to believe that the 
susceptibility to peptic digestion of the duodenal mucosa 
is less than that of the jejunum. On the other hand, the 
experiments of Mann and Williamson (1923) and others 
have shown the importance of the neutralisation of the 
gastric juice by the alkaline bile and pancreatic juice in 
the avoidance of jejunal ulceration after gastro-intestinal 
anastomoses. ‘This factor of neutralisation probably 
explains why the Billroth-1 is less satisfactory than the 
Polya operation. 

After the Polya operation every drop of bile and pancreatic 
juice entering the alimentary tract must pass over the jejunal 
mucosa exposed at the stoma, and this part of the bowel is 
therefore afforded the fullest possible protection by neutral- 
isation of gastric acidity. But after a Billroth-1 gastrectomy, 
although there is certainly regurgitation of some bile and 
pancreatic juice from the second part of the duodenum 
into the first part and the stomach, a considerable pro- 
portion of these alkaline juices is presumably lost distally 
and cannot protect the duodenal mucosa adjacent to the 
anastomosis. 


Treatment of Recurrences 

The single patient with a proven recurrence after a 
Polya resection was treated by vagotomy alone and 
subsequently had occasional dyspeptic symptoms. At 
the present time, three years after the second operation, 
the patient is in fairly good health and no definite ulcer 
can be demonstrated radiographically. The patient who 
had a suspected ulcer after a Polya operation was treated 
expectantly ; he has had no further bleeding and only 
slight intermittent dyspepsia, and radiographic examina- 
tion has been negative. 

13 of the 20 patients with proven or suspected recur- 
rences after a Billroth-1 gastrectomy had a further 
laparotomy. After confirmation of the diagnosis, treat- 
ment consisted of vagotomy alone in 6 cases and conver- 
sion to a Polya type of anastomosis in 7 cases, in 2 of 
which a vagotomy was also performed. All these patients 
have been seen recently ; 4 of the 6 treated by vagotomy 
alone, and all-of those whose anastomosis was converted 
to a Polya type, are very well: 2 of the patients who 
underwent vagotomy continue to have some pain, as 
do the majority of the 7 patients treated by dietetic or 
expectant measures. These experiences with vagotomy 
are of special interest because they suggest that the 
combination of vagotomy with a high Billroth-1 resection 
in the treatment of duodenal ulcer would not provide a 
complete insurance against the development of recurrent 
ulceration. 


POST-GASTRECTOMY SYMPTOMS NOT DUE TO ULCERATION 


The frequency of the commoner post-gastrectomy 
symptoms is shown in table vi. There was very little 


difference between the frequency after the two opera- 
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tions ; on the whole these results favoured the Polya 
method, but biliary regurgitation was undoubtedly 
commoner, and was probably more severe, after the 
Polya operation. 


THE PATIENT’S FUNCTIONAL STATE 


The patient’s functional state, and his capacity to 
work and enjoy life, is, in a way, the most important 
point in assessing the results of any operation. We 
employed a system of grading closely modelled on that 
recommended by Visick (1948) : 

Excellent meant that the result was perfect in every respect. 


Very good meant that the result was perfect in the eyes of 


the patient but that some symptoms were elicited by us. The 
patients had largely forgotten about these symptoms, because 
they were able to dispel them by minor adjustments to their 
diet and mode of life. A persistent weight loss of up to 10 Ib. 
was allowed for this category, but patients had to be completely 
fit for their previous work. 

Fair meant that the patient had fairly severe symptoms 
but he considered that he was better off than before operation. 
Several of these patients had a persistent, severe weight loss 
and had to seek lighter work. 

Unsatisfactory meant that the patient was not improved. 
(Most cases of recurrence fell into this category.) 


Table vit shows the results in our two groups graded 
according to this system. It shows a slight, but definite, 
superiority in the results of the Polya, compared with 

TABLE VII—FUNCTIONAL RESULTS 

After Billroth-1 
resection 

(no, of patients) 


Exc ellent_ 
Very good . 


After Polya resection 


Result (no. of patients) 


it} 8%) 


Fair ts i 3 
U nsatisfac tory we 20 
‘Total oa ge 132 138 


those of the Billroth-1, operation; the latter were 
especially marred by the large number of patients in the 
** unsatisfactory *’ category. 


Conclusions 


The Billroth-1 resection, even when extensive, is an 
unsatisfactory operation for duodenal ulcer. After this 
operation the recurrence-rate (up to 17% on a three-year 
follow-up) is much higher than that after the Polya 
operation (2%). 

The Billroth-1 operation is no less likely than the 
Polya operation to be followed by post-gastrectomy 
symptoms not due to recurrent ulceration, except biliary 
regurgitation. 

The functional condition of the patients after Billroth-1 
resection is slightly worse than after the Polya 
operation. 

Sometimes the Billroth-1 method is not technically 
feasible, and if an attempt were made to enforce it as 
routine in all cases of duodenal ulcer the operative 
mortality might well increase. 

We see no reason whatever for using the Billroth-1 
resection as a primary operation for duodenal ulcer when 
there is available one so excellent as the Polya; but we 
admit that for the occasional very severe case of bilious 
vomiting after Polya gastrectomy for duodenal ulcer it 
may be justifiable to convert the anastomosis to a 
Billroth-1 type and accept the increased risk of recurrent 
ulceration in order to eliminate this incapacitating 
symptom. 
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CONTROL OF WATER AND ELECTROLYTE 
DISORDERS 
A SIMPLE CHART 
J. R. K. Preepy J. E. RicHarpson 

M.A., M.B. Camb., M.R.C.P. M.S. Lond., F.R.C.S. 


RESEARCH FELLOW IN ASSISTANT SURGEON 
MEDICINE 


From the Medical and Surgical Units, London Hospital 


THE application of modern knowledge of water and 
electrolyte disturbance is apt to raise difficulties in 
routine hospital practice, elaborate procedures making 
impracticable demands on nursing and laboratory staff. 
On the other hand, it is of the utmost importance in both 
surgical and medical cases to prevent and to correct 
water and electrolyte disorders. Therefore it is essential 
to devise a system whereby such disorders can be 
effectively controlled with the least expenditure of time 
by the hosp#tal staff. 

Any instructions intended to cover all aspects of 
imbalance in full detail would clearly be unworkable, 
particularly as regards the maintenance of record charts. 
House-officers do not have time either to understand or 
to maintain complicated charts, and the primary object 
would then be defeated. 

Nevertheless a chart is essential for the following 
reasons : (1) it makes treatment far easier to apply and 
more effective ; (2) progress can be accurately followed 
and under-treatment or over-treatment avoided; (3) 
impending disorders are more easily recognised and 
prevented ; and (4) more accurate control reduces the 
number of laboratory analyses. 

A routine chart for recording water and electrolyte 
balance should be as simple as possible, but at the same 
time the dangers of over-simplification of an admittedly 
complex subject must be avoided. After prolonged trial 
and modification such a record chart has been evolved, 
and instructions, based on the chart, for the control of 
water and electrolyte disturbance have now been in 
routine use at the London Hospital for two years. The 
instructions and chart we describe here. 


Front of Chart 
(format repeated three times) 
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The chart is intended to be written up by house- 
officers from data obtained from the fluid-chart kept by 
the nurses, and from laboratory analyses. (In the nurses’ 
fluid-chart, intake of fluid is recorded as it is given. 
Output of fluid is entered specimen by specimen under the 
headings of urine, suction, vomit, drainage, and diarrhea.) 

The chart is designed for period-by-period comparison 
of intake and output of water and “ electrolyte fluid ”’ 
(see below) with urine and blood analyses. Loss of 
** electrolyte fluid ’’ can be directly compared, volume by 
volume, with replacement of electrolyte fluid, thereby 
rendering control more accurate and reducing demands 
on the laboratory. Three periods can be logged on each 
page, which is of the same size as the hospital case-notes, 
with which the chart is eventually filed. 

The back of the chart likewise provides for the logging 
of three periods. Solutions prescribed for each period are 
entered, bottle by bottle, on the back of the chart, each 
entry being initialed by the nurse giving the fluid. 
Thus there is a clear record of solutions actually given 
during a period, and this record can be directly com- 
pared with data for the same period on the front of the 
chart. It is convenient to keep these orders for fluid 
together and apart from medicines, injections, and other 
items entered on the usual hospital treatment-form. 
Space is provided for dietetic instructions for use where 
intravenous therapy is not indicated or no longer required. 

The format of the record chart is given in the accom- 
panying table. . 

The results of analysis of blood and urine must be 
rapidly available, so that accurate control may be 
maintained. It has been found quite practicable to report 
the results within two hours of the arrival of the speci- 
mens in the laboratory, and this is the regular practice 
at this hospital. Normal values for blood analyses are 
given on the back of the laboratory report. 

The following instructions are issued with the chart : 
The Management of Water and Electrolyte Depletions 
USING THE RECORD CHART 
(For House-officers) 


Although the chart can be used equally well in pediatrics, 
the following instructions apply mainly to adults. 


WATER AND ELECTROLYTE RECORD CHART . 


(For use of house-officers) 


Name 


Record No.. 
Sheet No. 
Ward 


Date period (12 or 24 hr.) from to 


Electrolyte fluid 


Electrolyte fluid loss replacement 


Water intake | 





Urine analysis Blood analysis 


mi. ml. ml. © | : 
Suction ; Mouth Volume ml. | Na m.eq./litre 
Drainage Gastric tube Sp. gr. K m.eq./litre 
Vomit i Per rectum cl m.eq./litre Cl m.eq./litre 
Diarrhoea Intravenous Na m.eq./litre | HCO, m.,eq./litre 
Subcutaneous c m.eq./litre Urea mg./100 ml. 
Urea g./litre | 
Total Total B.P. 
Back of Chart 
{format repeated three times) ORDERS 
Date : 
Period : 
Route Initials as given 


Diet Solutions ordered* 





* Enter bottle by bottle. 


| 
} 
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WATER DEPLETION 
Common Cause 

Diminished intake in weak or ill patients, especially after 
operations, and in coma, 

Note.—Normal water requirements are about 2-5 litres a 
day (average minimum 2 litres). On a normal diet 1-5 litres a 
dey is taken as fluid, and | litre is contained in the food. 
Therefore, if no food is taken, fluid intake must be increased 
by 1 litre a day. Water is required to replace insensible loss 
(about 1 litre) and to provide 1-0-1-5 litres for daily urinary 
excretion, Normal water intake must be maintained in 
addition to replacement of any abnormal fluid loss. Normal 
saline solution, for instance, does not satisfy water require- 
ments. 

ELECTROLYTE DEPLETIONS 


Na and Cl are mainly involved, and to a lesser extent K. 
Body-fluid containing electrolytes (‘‘ electrolyte fluid ”’) 
may be lost in the following ways : 
Common Causes 

Vomiting. 

Gastric suction. 

Intestinal or biliary drainage. 

Diarrhea, 

Rarer Causes.—Via the urine in : 

Diabetic ketosis and coma. 

Continued use of mercurial diuretics, and repeated para- 
centesis or acupuncture, especially in association with a 
low Na intake. 

Diuresis following anuria. 

Untreated Addison's disease. 


MANAGEMENT OF DEPLETIONS 


(1) Object ; the correction of existing depletions as soon as 
possible and the prevention of threatened depletions. 

(2) Criteria of success : the maintenance of a normal urine 
volume of 1-0-1i-5 litres per day, with normal urine and plasma 
electrolyte levels (see notes F and J). 

(3) Water depletion is corrected by giving water in excess 
of normal requirements. 

(4) Since electrolyte depletion is mainly due to loss of Na 
and Cl in approximately isotonic fluid, correction is, in the 
first instance, by replacement with isotonic NaCl (normal 
saline) solution, the volume required being the same as the 
volume of body-fluid lost (see para 5 and note G). Although 
the composition of the replacement fluid will not be exactly 
the same as that of the fluid lost, the necessary adjustment 
will usually be made by the kidney (see notes C and D). 

Potassium depletion usually appears when a considerable 
volume of body-fluid has been lost and intake is inadequate. 
Intravenous isotonic solutions of potassium salts should, 
however, not be used for replacement as these are too concen- 
trated. The solution of KCl containing 40 m.eq. of K per litre 
should be used (see para 5 and note E). 

Electrolyte and water depletions may occur together, in 
which case measures in paragraphs (3) and (4) should be 
combined. 


(5) Routes of Administration of Principal Fluids 


Mouth or Per 
Intravenous 


gastric tube rectum 
Water replace- Tap water 5% dextrose solu- Tap 
ment tion water 
5-10% 


dextrose 

solution 
Normal saline solu 
tion* (155 m.eq. of 
Na and Cl per litre) 


Electrolyte 
replacement 


Sodium lactate solu- 
tion* (155 m.eq. of 
Na per litre) 
Potassium chloride 
solution*® with 3-5% 
glucose (40 m.eq. 
of K per litre, see 
note E) 


* Maintenance 1/, normal saline 

solution* with 4% 

dextrose (see note 

B) 

* These solutions can also be given by mouth or gastric 
tube in appropriate cases (see note K). 


solution ”* 
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In some cases it may be possible to give NaCl and KCl 
crystals by mouth in capsule form, provided water intake is 
increased proportionately (see note K). 

For the correction of an existing water depletion 1—4 litres 
of fluid is usually required according to the severity of the 
depletion. For the correction of an existing electrolyte 
depletion 1-8 litres is usually required (para 7). 

(6) Use of Chart 

The chart is designed for a period-by-period comparison of 
water and electrolyte fluid intake and output with urine and 
blood analyses. 

Electrolyte fluid.—*‘ Electrolyte fluid loss” in any one 
period should be directly compared with “ electrolyte fluid 
replacement * for the same period. The total under these 
two headings should balance volume for volume (e.g., 1 litre 
from biliary drainage should be replaced by 1 litre of normal 
saline solution), provided that there is no pre-existing electro- 
lyte depletion. If there is already a depletion, it should be 
corrected at the same time as,current losses are being replaced, 
the total under “ electrolyte fluid given ’’ remaining much 
larger than the total under “ electrolyte fluid loss,”’ until the 
pre-existing depletion is made good. 

Water.—No attempt need be made to obtain similar bal- 
ance with water. The total volume of water given should be 
that necessary to obtain a normal urine volume of 1-0-1-5 
litres a day (see notes F and J). The actual volume of urine 
passed in a period is charted under “ urine analysis.” 

Analyses.—Urine and blood analyses are charted alongside 
the electrolyte and water intake and output data for each 
period. s 
(7) Treatment of Existing Depletions 

In a fresh case the nature and extent are estimated by 
recognition of the cause, the clinical findings, and a complete 
blood and urine analysis as detailed in the chart (urine being 
obtained by catheter if necessary). 

(a) Enter biochemical findings in period 1 of chart, and write 
estimated requirements for period 2 (these will fall within the 
limits given in para 5) on the back of the chart, bottle by 
bottle.. These are initialed by the nurse as they are given. 
(Note that details entered on the front of the chart are for the 
period just elapsed, and that fresh orders entered on the 
back of the chart are for the period just begun. With a new 
case, therefore, the first orders are entered on the back in 
period 2.) 

(6) At the end of each period the patient's bladder is 
emptied, and all urine passed in the period is sent with a blood 
sample to the laboratory for analysis (see note H). Enter the 
results of the analyses in period 2, together with totals 
(obtained from nurses’ fluid-chart) for electrolyte fluid loss, 
electrolyte fluid replacement, and water intake. From this 
information, and from the laboratory analyses, it will be 
apparent to what extent existing depletions have been made 
good, and what further losses have occurred during the 
period. Order appropriate solutions on back of chart for next 
period, including normal water requirements. 

(c) Discontinue the above régime when depletions have 
been corrected, and source of depletion is under control. 
Continue thereafter with maintenance solution (note B) until 
normal! intake by mouth can be*maintained. Over-treatment 
is dangerous. 

(8) Treatment of Threatened Depletions (due, for example, to 
postoperative drainage from fistule, gastric suction, diarrhea, 
or vomiting, but where there is no pre-existing depletion) 

(a) Request complete blood and urine analysis. Estimate 
volume of fluid likely to be lost from body during next period 
and order necessary replacement solutions, including water 
requirements for the period. (It may be necessary to review 
the estimate as period proceeds.) 

(6) At the end of period, empty bladder, send all urine and a 
specimen of blood to laboratory for analysis. Enter these 
analyses on chart, with totals for electrolyte fluid loss, electro- 
lyte fluid replacement, and water intake. Review all findings, 
and order appropriate solutions for next period on back of 
chart, including water requirements. 

(c) Cortinue this procedure until source of depletion is 
under control. 

Notes 

(A) Twenty-four hour periods of controlled treatment are 
usual, but in a severe depletion twelve-hour periods are often 
necessary at the start. All information for one period should 
be obtained before prescribing for the next period. 

(B) 2-5 litres of the maintenance solution a day will cover 
both water and electrolyte requirements where electrolyte 
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fluid loss is small (as in increased sweating or occasional 
vomits). It also supplies 100 g. of glucose (400 calories). 

(C) Acid-base disturbances often occur in electrolyte 
depletion. These are usually rectified by the kidney if renal 
function is adequate, provided correct amounts of Na, Cl, 
K, and water are given. In severe acidosis, or where large 
infusions of normal saline are required, isotonic Na lactate 
solution should take the place of a proportion of the normal 
saline solution. Often an alkalosis associated with K depletion 
can only be rectified by correcting the K depletion. 

(D) Kidney function is often temporarily impaired in electro- 
lyte depletions and after major operations. In these cireum- 
stances renal adjustment may be slow or imperfect. This 
can usually be detected by consecutive urine and blood 
analyses. Intravenous therapy should be applied with caution 
in these cases until kidney function recovers. 

(E) Intravenous administration of K_ salts, although 
frequently essential, is potentially dangerous and should 
always be cautious. It is suggested that 1 litre of the intra- 
venous KC! solution should be given slowly, not more often 
than once in 6 hours. It may take up to 3 days or more to 
rectify K depletions completely, particularly if loss continues. 
K salts can be given by mouth, provided total water intake 
is increased proportionately (e.g., total intake 2-5-3-0 litres 
a day). Latent K depletion is often revealed only after a 
concurrent Na depletion has been rectified. Na depletions 
must, however, be rectified first. 

(F) It is essential not to mistake the oliguria of a primary 
renal condition (such as acute anuria or acute nephritis) for a 
simple water or electrolyte depletion. The distinction should 
be clear from the clinical picture. 

(G) In electrolyte depletion via the urine the extent of the 
electrolyte loss will be evident from blood and urine analyses. 
The necessary volume and composition of replacement fluid 
must be estimated from these. Here volume for volume 
replacement is clearly not applicable. 

(H) With a new case complete urine and blood analyses 
should be made at the start. Subsequently less frequent 
analyses are required, and not al! the items on the record chart 
need be requested. Under “ blood analysis *” space is available 
for inserting additional estimations as required—e.g., hamato- 
crit, plasma-protein level, &c. 

(I) 5% and 10% dextrose solutions are charted under 

water intake.”’ It is convenient to chart the maintenance 
solution (note B) also under * water intake.’’ Normal saline 
and Na lactate solutions are charted under “ electrolyte 
fluid replacement.” KCl solutions are not entered on the 
front of the chart, but the amounts given will appear among 
the initialed orders on the back of the chart, in the corre- 
sponding period. 

(J) A normal urinary volume is frequently not attainable in 
surgical cases on the first postoperative day. 

(K) In almost all cases of severe electrolyte depletion 
intravenous therapy is required to begin with. 

(L) In chronic electrolyte depletions—e.g., some cases of 
pyloric stenosis, diabetic coma, and Addison’s disease—the 
depletions should always be corrected with caution. Cautious 
treatment allows time for body mechanisms to readjust to 
more normal conditions. Rapid intravenous infusions, for 
instance, are dangerous because pulmonary edema may be 
precipitated. 

Discussion 

These instructions on management of water and 
electrolyte disorders are not meant to be in any way 
comprehensive but are notes put forward to enable the 
most efficient use to be made of the chart. 

An attempt has been made to keep the number of 
intravenous solutions at a minimum and the composition 
of each solution as simple as possible. We feel that there 
is little indication for the use of more complex solutions. 
Complex solutions of fixed composition cannot meet the 
varying requirements of all cases and probably seldom 
meet fully the requirements of even one case. They 
may, indeed, give a false sense of security. In particular, 
the use of solutions containing phosphate has been 
avoided. Although there may sometimes be an indication 
for such solutions on theoretical grounds, in practice 
there are no known clinical features associated with a 
phosphate deficit alone. 

There appears to be a need for an intravenous solution 
with a disposable cation for use in alkalosis, in the same 
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way that sodium lactate with a disposable anion is used 
in acidosis. Ammonium chloride has been used, but 
continuation of this practice appears inadvisable until 
it can be shown that increased ammonium concentration 
in the systemic circulation is non-toxic. 

The management of water and electrolyte disorders 
must inevitably change as knowledge of water and 
electrolyte metabolism advances. These instructions 
and the chart may therefore require modification in the 
light of future research. However, it is felt that they 
embody, in as simple form as the subject allows, the 
essentials of modern management of these disorders. 


SUBACUTE NON-SUPPURATIVE 
THYROIDITIS 
TREATMENT WITH CORTISONE AND 
CORTICOTROPHIN 
Y. STern 
M.D. Jerusalem 
SECOND ASSISTANT 


G. IzaKk 
M.D. Budapest 
FIRST ASSISTANT 


DEPARTMENT OF MEDICINE B, ROTHSCHILD HADASSAH- 
UNIVERSITY HOSPITAL, JERUSALEM 


BENEFICIAL effects of cortisone and corticotrophin in 
subacute non-suppurative thyroiditis have been reported 
by Krupp et al. (1951), ¢ ‘rile (195 2), Crile and Schneider 
(1952), Clark et al. (1953), Teitelman and Rosenberg 
(1953), Hunter and Sheehan (1954), Benjamin (1955), and 
Kraft and Wolf (1955). 

The etiology of non-suppurative fayroiditis is unknown, 
but a virus infection has been suggested (Crile 1952). 
Pyogenic bacteria have been cultured from suppurative 
thyroiditis ( Thorn and Forsham 1952). 

The histological picture of non-suppurative thyroiditis 
is characterised by the disruption of the acini and by 
the escape of colloid into the interstitial spaces, where 
pseudotubercles, giant-cells, and polymorphs are found. 
These changes are diffuse and usually involve both lobes 
of the thyroid gland. The lesions gradually disappear, 
leaving normal thyroid tissue in most cases (Crile and 
Hazard 1951); but myxedema (McConahey and Keating 
1951) has been reported as a late sequel. 

We report here 6 cases of subacute non-suppurative 
thyroiditis, of which 5 were treated with either cortico- 
trophin or cortisone. Thyroid function was determined 
by the uptake of radioactive iodine by the thyroid gland 
and by the excretion of radioactive iodine during and 
after the disease for up to fourteen months. 


Summary of Cases 

The history, clinical features, and laboratory findings 
differed only slightly from case to case, and may therefore 
be presénted jointly. 

Symptoms and Signs 

All the patients were women aged 35-64. In 3 of 
them the onset of thyroiditis was preceded by an upper 
respiratory infection one to two weeks earlier. The 
main complaint was sharp pain at the lower anterior 
region of the neck, radiating in some of them up to the 
retro-auricular area. The pain was aggravated by 
swallowing. There was intermittent pyrexia of 100-4- 
104-0°F for two to six weeks before admission. 

On physical examination all the patients appeared 
seriously ill, being apprehensive and sweating profusely, 
with a pulse-rate of 100-120. In some of them a fine 
tremor of the fingers was observed. In all the patients 
a diffuse moderate enlargement of the thyroid gland was 
palpable. The gland was exquisitely tender and firm, 
and in some patients the skin overlying the gland was 
reddish, swollen, and hypersensitive. In 2 patients 
enlargement of cervical lymph-nodes was found. No 
other pathological signs were noted. 
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Laboratory Examinations 

The erythrocyte-sedimentation rate (E.S.R.) was raised, 
ranging from 70 to 120 mm. in the Ist hr. (Westergren). 
Leucocytosis ranged from 11,000 to 20,000 per c.mm., 
with a shift to the left in the differential count. Blood- 
cholesterol and serum-protein levels were within normal 
limits. Throat swabs yielded micro-organisms belonging 
to the usual flora of the upper respiratory tract (non- 
hemolytic streptococci, Neisseria catarrhalis, &e.). Radio- 
graphy did not reveal either compression of the trachea 
or substernal goitre. Electrocardiography was normal. 
The basal metabolic rate (B.M.R.) at the time of admission 
was raised in all the cases, ranging from +13% to 
+55%. The uptake of radioactive iodine by the thyroid 
gland Tanged from 0 to 13%, and its excretion in the urine 
was correspondingly increased. 


Treatment 

4 of these patients had received penicillin, strepto- 
mycin, or chloramphenicol before admission without 
effect. 

Two days after admission 3 patients were treated with 
oral cortisone 50 mg. daily. Within twenty-four hours 
after the administration of cortisone the temperature 
became normal, the pain subsided, and the patient’s 
general condition improved considerably. Treatment 
was continued with decreasing doses up to four weeks. 
No immediate or late relapses were observed. 

2 other patients were treated with corticotrophin gel 
20 mg. twice daily. The immediate effect of corticotrophin 
was as beneficial as that of cortisone, but 1 of the 
corticotrophin-treated patients had two relapses when 
the dose was reduced. Subsequent increase of the dose 
readily suppressed the signs again. No late recurrences 
were observed. 

The 6th patient received no treatment, because she 
had been admitted to hospital in the sixth week of her 
disease, when she had recovered spontaneously. 

The £.S.R. was gradually lowered within three weeks 
in the patients treated with cortisone and corticotrophin 
gel. The leucocyte-count returned to normal during the 
same period. 

The B.M.R. and the uptake of radioactive iodine were 
studied in 3 patients three weeks after the institution 
of therapy, and the results were similar to those obtained 
at the time of admission. 

These examinations were repeated in 4 patients four 
to fourteen months after their discharge from hospital. 
In 3 of them normal values were obtained, but in the 
4th a slightly increased uptake (66°) of radioactive 
iodine was noted. The 2 remaining patients were not 
available for follow-up. 


Discussion 

All 6 patients reported here were women, aged 35-64. 
The incidence of non-suppurative thyroiditis in women 
of this age-group has already been noted (Thorn and 
Forsham 1952, Williams 1950). 

During the acute stage the clinical signs and symptoms 
indicated thyrotoxicosis. It has been suggested that these 
signs may be due to the escape of thyroglobulin from the 
disrupted acini into the blood-stream (Crile 1952 

4 cases were followed up for four to fourteen months. 
In none of them did clinical symptoms and signs of either 
thyrotoxicosis or myx@dema appear. Repeated examina- 
tions of B.M.R. were normal, and the uptake and excre- 
tion of radioactive iodine was normal in 3 patients 
and slightly increased in the 4th. This finding is in 
agreement with the cases observed by Robbins et al. 
(1951) for two and a half to ten months. On the 
other hand, MceConahey and Keating (1951) reported 
that myxeedema developed in 6 of 21 cases of thyroiditis. 
It is not clear whether the diagnosis in these cases was 
confirmed by a study of the uptake of radioactive iodine 
or by determinations of protein-bound iodine. The 
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quntivn whether either corticotrophin or cortisone can 
prevent the development of myxcedema in these cases is 
thus ‘left unanswered. A longer follow-up and larger 
numbers of patients are needed to clear this up. 

Krupp et al. (1951) reported the prompt effect of 
cortisone in non-suppurative thyroiditis, and numerous 
investigators have confirmed this (Crile 1952, Crile and 
Schneider 1952, Benjamin 1955, Kraft and Wolf 1955). 
In the present 5 cases treated with either corticotrophin 
or cortisone the symptoms and signs disappeared rapidly. 
In 1 of these patients two relapses occurred concomitantly 
with a decrease in the dosage of corticotropbin ; but a 
prompt response was obtained by increasing the dose 
again. Similar relapses were reported by Teitelman and 
Rosenberg (1953). 

Several attempts have been made to explain the 
beneficial effect of corticotropbin and cortisone in non- 
suppurative thyroiditis. Most workers ascribe the rapid 
clinical improvement to non-specific alteration of the 
tissue response to inflammation (Crile 1952, Kraft and 
Wolf 1955), but the exact nature of this effect has not 
yet been elucidated. 





Summary 

6 cases of subacute non-suppurative thyroiditis are 
described. In 5 of them the administration of either 
corticotrophin or cortisone had a prompt beneficial effect 
on the clinical symptoms and signs. ‘ 

The uptake of radioactive iodine by the thyroid gland 
was close to zero in the 5 cases in which it was studied, 
and returned to normal in the follow-up period of four 
to fourteen months. 

Neither late recurrences, nor myxcedema, nor thyro- 
toxicosis were seen in these cases. 

We wish to thank Prof. M. Rachmilewitz for his helpful 
suggestions, and Dr. J. A. Stein for the determinations of 
uptake of radioactive iodine, 
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VACCINIA VERSUS POLIOMYELITIS ? 


D. P. MaciIver 
M.C., T.D., M.D. Edin., D.P.H. 

MEDICAL OFFICER OF HEALTH, WALTON AND WEYBRIDGE 
URBAN, CHERTSEY URBAN, AND BAGSHOT RURAL DISTRICTS, 
SURREY 
Since 1947 I have been investigating, by personal visits 
and by observation in hospital, all cases of acute polio- 
myelitis occurring in the three county districts for which 
I act as medical officer of health. Early in this work I 
formed an impression that poliomyelitis seldom attacks 
children who have been vaccinated against smallpox 
during the previous few years; and Jast autumn’s out- 
break has provided me with clearer evidence that this 

18 SO. 
Observations 
In the three districts, which have a total estimated 
population of 87,340, the number of children born in 
1946-54 was 11,842. Of these a small majority (53%) 
were vaccinated *; and one would therefore expect to 


* In this paper the word “ vaccinated ’’ means vaccinated against 
smallpox. 
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find a similar small majority of vaccinated children 
among those who later contract poliomyelitis. In the 
recent outbreak, poliomyelitis in children of school age 
was in fact divided about equally between the vaccinated 
and the unvaccinated : smallpox vaccination in infancy 
evidently does not alter the incidence of poliomyelitis in 
the age-group 5-15. Among the younger children, how- 
ever, constituting 25% of the cases, the picture is quite 
different : since 1946 there have been 21 cases of para- 
lytic poliomyelitis in the unvaccinated children under 5 
years old, but only 4 among the vaccinated. This con- 
trast becomes still more striking if we confine our atten- 
tion to the children under 3'/, years old, who were effect- 
ively vaccinated in infancy. In that age-group there 
were 19 cases of paralytic poliomyelitis, as follows : 


. Vacci- 
Case | «.. | Age at onset of : r Mit 
no, | sex poliomyelitis —- Result Remarks 
1 M 6 wk. No P.2 
3 F 5 mth. Yes Died Died 4 days after vac- 
cination 
3 F 8 mth. No ped 
4 M 11 mth. No P. 
5 M lyr. 2 mth. No P.3 3 
6 M lyr. 2 mth. No P.2 
7 F lyr. 3 mth. Yes P.2 Onset 14 days after 
inoculation for diph- 
theria and whoop- 
ing-cough 
8 | F | lyr. 3 mth. No P.3 
9 | F |} lyr. 6 mth. No | P.3 
10 | M lyr. 6 mth. No Died 


14 | F | 2yr. 6 mth. No | P.l 
15 | F | 2 yr. 11 mth. No P.3 
16 F | 3 yr. No | P.2 
17 F 3 yr. 4 mth. No P.3 
18 | M; 3 yr. 6 mth. No P.1 
19 F 3yr. 6 mth. No | P.1l 


Note: P.1—-Slight paralysis. P.2—Moderate paralysis. 
P.3—Severe paralysis. 


Thus in children under 3'/, there were 17 cases of 
paralytic poliomyelitis (2 fatal) among the unvaccinated ; 
and to these should be added the fatal case (no. 2) in 
which the child died four days after vaccination, at a 
time when vaccination could not be expected to protect 
her. The correct figure for unprotected children is 
therefore 18 cases with 3 deaths, whereas for the vaccin- 
ated the corresponding figure is 1 case with no deaths. 


The vaccinated child (no. 7) was a girl who had been 
vaccinated at 6 months in the right leg: there had been a 
severe reaction and (according to the mother) the leg had 

“gone septic.’”” She was later immunised against diphtheria 
and pertussis, and at 1 year 3 months she developed paralysis 
of the left leg, fourteen days after the third injection of the 
combined vaccine into that limb. According to current views 
this injection may have precipitated poliomyelitis with 
paralysis, in what might otherwise have been an abortive case. 

The figures for all cases of paralytic poliomyelitis 
under 15 years of age, in the period 1946—55, are summar- 
ised in the following table, which displays the difference 
between age-groups 0—3'/, and 3'/,-15: 








Proportion J 
Age (yr.) Vaccinated Unvaccinatea °°! —— 
vaccinated 
0-1 Nil 4° Nil 
1-3'/, 1 14 7% 
3/5 3 3 50% 
5-15 18t 16t 53 %Tt 


* 1 of these children had been vaccinated but died from poliomyelitis 
four days afterwards 


+ Approximate figures. 


During the same period there were 34 cases of paralytic 
poliomyelitis at ages over 15. None of these patients had 
been vaccinated within recent years. 
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Comment 

The fact that, in this area during these ten years, most 
of the cases of paralytic poliomyelitis under school age 
have been in unvaccinated children might be explained 
in four ways. 

1. The numbers are small, and the difference demon- 
strated might be due to chance. Personally I am dis- 
inclined to accept this explanation, for I have found 
similar vaccination histories in the cases from three other 
county districts admitted to our local infectious-diseases 
hospital, where poliomyelitis patients were under my 
care or observation for the period under review. My 
reason for not including these in my analysis is that 
these districts were outside my area and I was unable to 
make personal investigations. 

A recent reduction in the proportion of infants who 
are vaccinated might account for my findings. Supposing, 
for example, that primary vaccination had virtually 
ceased in 1950, we should have no difficulty in explaining 
why so few poliomyelitis cases under 5 years of age have 
a history of vaccination. But in point of fact, though 
the incidence of paralytic poliomyelitis has risen somewhat 
in recent years, the primary-vaccination rate has 
remained fairly constant, as is shown by the following 
figures : 


Primary -vaccination rate (%) 











Polio- 
. myelitis 
Year eaten one Chertsey Bagshot cases under 
1954 (1954 (1954 5 years of 
er ol population population age. 
Pt 920) $2,640) 14,480) 

1955 60° 64 50t 9 
1954 60 64 47 Nil 
1953 45 60 49 1 
1952 57 ? Nil 
1951 55 5 5 1 
1950 51 40 47 1 
1949 51 30 32 6 

County rate available only * 
1948 4 ” 
1947 5 
1946 56 1 


* The district primary-vaccination rate is found to approximate to 
the county rate over the years 1946-54. 
t Estimated. 

3. The difference in *incidence of poliomyelitis in 
vaccinated and unvaccinated children might possibly be 
related to the child’s family or social or geographical 
circumstances. Thus it might be argued (a) that parents 
who take the trouble to have their children vaccinated 
will also take the trouble to keep them away from 
infection ; or (b) that children are more likely to be 
vaccinated if they belong to small families, whose 
members will be less exposed to poliomyelitis because 
they have fewer brothers and sisters. Neither of these 
explanations appears likely here. 

The area is one where social conditions are generally good, 
and nearly all the children with poliomyelitis have come from 
homes where they were well looked after. 

In social class, the fathers of the 25 children under 5 years 
of age who contracted paralytic poliomyelitis may be roughly 
classified as: professional 5, clerical 5, skilled factory workers 
7, labouring 8. The average number of children in these 
families was 2-6, and of the unvaccinated patients 2 were 
** only ”’ children. 

For the fathers of the 25 children over 5 years of age for 
whom I have similar information, the corresponding figures 
are: professional 5, clerical 7, skilled factory workers 8, 
labouring 5. In the families of the vaccinated children over 
5 years of age the average number of children was 2-4 and in 
those of their unvaccinated coevals it was 2-3. 


Actually, if social or geographical factors introduce a 
bias into the results, one might expect this to be in the 
opposite direction to that found ; for the general belief 
is that the children of the well-to-do are more liable to 
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poliomyelitis than those of the less well-to-do. The fact 
that, among children contracting poliomyelitis at 5-15 
years of age, there was no difference between the vaccin- 
ated and the unvaccinated supports the view that social 
and geographical differences are not the explanation of the 
findings in the younger children. 

4. The fourth possibility is that, at any rate in young 
children, vaccination against smallpox reduces the likeli- 
hood of developing paralytic poliomyelitis within the 
next three years. Why it should do so is not obvious ; 
for, though postvaccinal encephalitis and polio-encephal- 
itis resemble one another clinically, I am informed that 
no serological relationship between vaccinia and polio- 
myelitis viruses has been recognised. Hence if there is, 
as I have postulated, an inverse relationship between 
vaccination and the incidence of paralytic poliomyelitis, 
it will require further explanation. 

Summary and Conclusions 

In 1946-55, in a mainly urban area, with a population 
of 87,000, where a small majority of children are vaccin- 
ated in infancy, there were 21 cases of paralytic polio- 
myelitis in unvaccinated children under 5 years of age 
but only 4 in their vaccinated coevals. Of the 19 children 
under 3'/, years old who contracted the disease 17 had 
never been vaccinated and 1 had been vaccinated only 
four days previoulsy. 

The evidence of this small series suggests an inverse 
relationship between vaccination and paralytic polio- 
myelitis in young children. The potential importance of 
such a relationship makes it desirable that its existence 
should be proved or disproved, for which purpose equally 
detailed examination of larger material will be necessary. 

I have to thank the parents of all the children for their 
help and for the information they gave me so willingly, some- 
times under difficult and distressing circumstances. 


NAPHTHALENE POISONING 


J. LEURER 
M.D, Ziirich 
ASSISTANT 


E. GrpRon 
M.D. Rome 
DEPUTY CHIEF 
DEPARTMENT OF MEDICINE OF THE SHA’ AREI ZEDEK 
GENERAL HOSPITAL, JERUSALEM 

Since the introduction of naphthalene in 1841 by 
Rossbach as an internal antiseptic in typhoid fever and 
in 1842 as an anthelminthic and adjuvant in dermato- 
logical conditions, many cases of intoxication with this 
substance have been reported—mainly as side-effects of 
therapy. Industrial naphthalene-fume poisoning, chiefly 
with skin manifestations (Touraine and Ménétrel 1934, 
_Fanburg 1940) and especially naphthalene cataract 
(Bouchard and Charrin 1886, Michail and Vancea 1927) 
have also been often reported and investigated. 

The fact that, though naphthalene is widely used, only 
9 cases of poisoning have been reported since 1947, 
suggests that this condition often goes unrecognised. 
Perusal of standard textbooks of medicine, pharmacology, 
and toxicology supports this impression ; for naphthalene 
intoxication is described in but few of them, and some 
current textbooks still recommend the therapeutic use 
of naphthalene. 

We therefore report here another case of attempted 
suicide with naphthalene, review previous publications, 
and present a comprehensive clinical and pathological 
picture of ‘“‘ moth-ball anemia” (Lancet 1949). It is to 
be hoped that naphthalene poisoning will find its way into 
the new editions of textbooks of medicine, and that 


naphthalene will be dropped from the modern thera- 
peutic armamentarium. 
Case-report 
A girl, aged 16, an immigrant from Kurdistan, was admitted 
to the medical department of this hospital on Dec. 2, 1954, 
with the history of having taken, 24 hours earlier, about 
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6 grammes of naphthalene in order to commit suicide. For 
the 12 hours preceding admission she had increasingly suffered 
from vertigo and generalised abdominal pain, and had passed 
four yellow stools. In the evening a physician had given her 
an emetic, whereupon she had vomited twice. 

Dec. 2.—On admission she was in good physical and mental 
state, not especially pale, and not icteric. The only abnormal 
findings at physical examination were tenderness of the 
abdomen, especially to the left of the umbilicus, and marked 
tenderness in both loins. Liver and spleen was not palpable. 
Temperature was slightly raised. The girl was quiet but alert. 

Dec. 3.—Next morning she complained solely of vertigo, 
but during the afternoon she became pale and apathetic, 
complaining of vertigo and of pain in both kidney regions. 
The red-cell 
count, which 
had been 
3,500,000 per 
c.mm. in the 
morning, had some sect eet 18g. daily 
decreased to — 
1,500,000. The 
urine, which 
had been 
bright - brown 
(negative for 
naphthalene 
and naphthol) 
in the morning 
became dark- 
brown, al- 
though benzi- 
dine - negative. 
A blood-trans- 
fusion(800 ml.) 
was given, and 
sodium bicar- 
bonate 3 g. 4- 
hourly was ad- 
ministered to 
keep the urine 
alkaline and to 
reduce the 
risk of renal 
damage from 
deposition of 
hemoglobin, 

Dec. 4.—She 
was now 
strongly icter- 
ic. Inthe after- 
noon she com- 
plained again 
of vertigo, and 
euphoria was 
noted. Her 
temperature, 
raised since ad- 
mission, reach- 
ed its peak 
(41-6°C, 106°F) 
that evening, 
and treatment 
with chlor- 
tetracycline 
(aureomycin) 
1 g. daily was 
started. The 
red-cell count 
was 2,600,000 
per ¢c.mm. in the morning, but dropped to 1,650,000 at noon. 
Another blood-transfusion (800 ml.) was given and a constant 
drip-transfusion was set up. The blood-plasma was cherry- 
red, and the urine porf-wine coloured and benzidine-positive. 
In an attempt to stop the hemolysis treatment with cortisone 
100 mg. daily was started. 

Dec. 5.—The red-cell count was 3,400,000 per c.mm. at 
noon and 3,000,000 in the afternoon (when the blood-trans- 
fusion was stopped). In the evening and during the night the 
count was 2,300,000, at which value it became steady. From 
the afternoon of Dec. 5 onwards the patient started to recover 
also subjectively. The destruction of red cells, on Dec. 4 and 
5, was at a rate of 1,000,000 per c.mm. every 5 hours. 
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TABLE I—INVESTIGATIONS 














Day after ingestion ni oe ee ‘< - oe 2 3 4 6 7 14 
Red cells (million per c.mm.) 3°8, 1-5 2-6, 1°65 3 2, 3: - 2-5 | 3-4 4-25 
“0, 2- 3 | 
Hemoglobin (g. per 100 ml.) .. en - ia ate 9-9 Estimation impractic- 8-5 10-9 | 12-7 
able (hemolysis) 
White cells (thousand per c.mm.) | 15°9 19-0 | 17-9 11:75 13:3 10-2 
Erythrocyte-sedimentation —~ 7 =. ‘in 1 hr. ) (Ww estergren) 4-7 é< | 37-65 ™ 62-88 48-85 
Serum-urea (mg. per 100 ml.) . 42 | 48 as | a 22 
a ieee (mg. o vane we. i 
direct . | Neg. | + Neg. 
Indirect } 8-2 | re 0-4 
Liver-function tests ° - ee oe eo. oY as Normal 
Indirect Coombs test .. an a - $6 sad Neg. $e 
Osmotic fragility of red cells sl a ove il Raised | 
Mechanical fragility of red cells” $e es oe o* | Raised | ee 
Serum hemolytic activity . “¢. 4 “'s - ea Slight | ‘aie ais las 
Urine colour Brown Port-wine | Port-wine | Brown | Yellow Yellow 
Urine quantity (ml. per 24 hr. A 1150 2250 | 1900 } 450 | 1050 1350 
Urinary sediment and a omer ms: | 
Leucocytes : os ae a _ Some Some 10-25 Some 
Erythrocytes ca Bre: a Fe a - - | 8-10 5-8 = 
Granular casts. . - - | - - 
Albuminuria + | + 
Glycosuria | na - - os - 
Urinary urobilinogen Increased | a | Increased Increased Slightly Normal 
increased 
Urinary bilirubin - + aa ia rae we Neg. sn | + } Neg. 6a | 
Benzidine test (urine) .. vs me - - aa Neg. Pos. is } Pos. a0 
Urea clearance .. De ei a ee 3% 6 a Normal 
Naphthalene derivatives in urine Neg. oe 





On 4th day albumin/globulin ratio in serum, serum-chloride, serum-sodium, serum-phosphorus, and serum-calcium levels, and plasma 


alkali reserve were normal. 
On 6th day bone-marrow showed increased erythropoiesis 


The differential white-cell count was always normal except for slight left deviation from 3rd to 5th day. 


Dec. 6.—She was still icteric but felt well, apart from tender- 
ness in the left kidney region (complained of as abdominal 
pain). The colour of the urine reverted to dark-brown, and 
the number of red cells remained about constant. The spleen 
was not palpable. 

Dec. 7.—She was no longer icteric. Her urine was bright- 
brown, but she passed less than half a litre in twenty-four 
hours. Her fluid intake was restricted. 

Dec. 8.—The red-cell count began to rise, and the urine was 
yellow and normal in amount. 

From Dec. 9 convalescence ensued, the gir] still complaining 
of slight pain in the kidney regions for some days. 

From Dec. 18 to Dec. 20 she complained of heartburn and 
epigastric pain. Six times she vomited 50-100 ml. of bright- 
red bloody fluid, reporting that the fluid had “ somehow 
suddenly accumulated in her mouth.” Examination of mouth, 
nose, pharynx, and larynx, and radiography of csophagus, 
stomach, and duodenum revealed no source for this bleeding. 
It remains doubtful whether this episode has any connection 
with the intoxication. 

The results of investigations are shown in the figure and in 
table I. 


ss 


Review of Literature 


Earlier Cases 

Many cases of naphthalene and naphthol poisoning are 
recorded in the older literature ; but in the absence of 
modern facilities the interpretation of symptoms and 
signs was inadequate and mortality was high. 

9 of such cases (Goetze 1899, Nash 1903, Prochownik 
1911, Heine 1913, Wiedow 1914, and others) were 
reviewed by Lewin (1893), Kraus and Brugsch (1923), 
and Zuelzer and Apt (1949). In at least 2 of them no 


TABLE II-—-SYSTEMIC MANIFESTATIONS OF NAPHTHALENE 


Case no. .. < - '- ve ee os 1 


Age (yr.) .. he po ee e* oe o« 18 

Fever , ‘ én ae au a + 

Neurological symptoms* 

Gastro-intestinal ri etearrnd ‘ ee és - 

Abdominal pain .. es os ws = . | 

Dark stool an 

Pallor 

Jaundice . 

Palpable liver 

Palpable spleen 

Death - 

Cause of intoxication Attempted 
Suicide 


* Disturbances of consciousness and convulsions. 


t Anorexia, nausea, vomiting, and diarrhea. 


blood studies were reported. 7 of them were caused by 
therapy, 1 was an accidental moth-ball intoxication, and 
1 was a murder. 3 were fatal. The outstanding symptoms 
were general urinary toe, arg (dysuria, pollakisuria, 
oliguria, and transient anuria), 7 cases; dark urine, 4 
cases ; hemoglobinuria, 3 cases ; jaundice, 4 cases ; and 
neurological symptoms (restlessness, disorientation, coma, 
and convulsions), 4 cases. 

Gastro-intestinal symptoms and eczematous, reactions 
to the topical application of naphthalene were well 
known. Although the darkening of urine was recognised 
as a symptom—“ the darkening of the urine starts usually 
about five hours after the administration of naphthalene ”’ 
(Lewin 1893)—this was not appreciated as a sign of acute 
hemolysis. 


Recent Oases 

The findings of Ullmanh (1947)* together with those of 
the later reports and ours are summarised in tables m 
and II. 

Treatment in all cases was by blood-transfusion. Some 
workers added alkalis and antibiotics and we used 
cortisone and vitamin B,, as well. 

Mackell et al. (1951) and Zuelzer and Apt (1949) also 
made experiments. Mackell et al. (b951) tested the 
hemolytic activity of naphthalene and its metabolites 
(the naphthols and naphthoquinones) and found that in 


* The reports of Konar et al. (1939) and Taylor and Russell 
(1932) appeared in journals not available to us in 
Jerusalem, 


POISONING IN TEN CASES 


Sucking moth-balls AB Attempted 


suicide 


? Clad in naphthalene-powdered clothes. 
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TABLE III FREQUENCY OF SIGNS AND SYMPTOMS OF 
NAPHTHALENE POISONING IN TEN CASES 


Case Systemic Hematological Urinary 
no manifestations manifestations manifestations 
10 ‘ Heemolysis Urine port- wine 
coloured 
9 ; Leucocytosis 
8 | Pallor teticulocytosis 
7 Fever Raised serum- Hremoglobinuria 


| 

bilirubin level 

| Jaundice, gastro- _ Albuminuria, white 
intestinal cells 

| symptoms 


Immature red cells | Granular casts 


in film 


5 Palpable liver 


Palpable spleen Red cells 


Neurological Raised serum-urea | General urinary 


symptoms leve symptoms, raised 
urobilinogen level 
Naphthalene meta- 
bolites found 
Heinz bodies, 


| 
| Howell-Jolly 

| bodies, sickle- | 
| trait 

| 


Bilirubin, naph- 
thalene odour 


vitro «-naphthol was the strongest hemolytic agent, 
while naphthalene was not hemolytic at all; injected 
intravenously into rabbits only a«-naphthol was hemo- 
lytic. Zuelzer and Apt (1949), however, produced hemo- 
lysis with naphthalene in dogs and noted the following 
sequence of events: .(1) diarrhea, leucocytosis, and 
Heinz bodies’in erythrocytes; (2) apathy and hemo- 
lysis ; (3) reticulocytosis ; and (4) recovery. They also 
found slight hemolytic activity in the serum of one of 
their patients. 

3 necropsies (Wiedow 1914, Konar et al. 1939, Schafer 
1951) did not reveal any lesions characteristic of naph- 
thalene poisoning. In 2 of these necropsies deposits of 
hemoglobin were found in the kidneys, and naphthalene 
was found in the gastro-intestinal contents, urine, and 
tissues. 

Discussion 

In 1920 Smillie treated 81 cases of hookworm infesta- 
tion with 8-naphthol. Only 4 of the patients showed signs 
of intoxication, and Smillie thought that their history of 
malaria was of wxtiological importance. The cases 
reported by Zuelzer and Apt (1949) were all in Negro 
children, of whom only 1 had sickle-cell trait (although 
there was pronounced sickling during the acute phase). 
Ullmann (1947) emphasised the hemolytic tendencies in 
the sector of the community bis patient came from. 
However, cases were reported from Germany and 
England and in white Americans. It seems, therefore, that 
no known factor is responsible for increased sensitivity 
to naphthalene. Zuelzer and Apt (1949) have assumed 
that the different responses to naphthalene depend on 
variations in intestinal absorption of naphthalene aud/or 
the detoxifying efliciency of the liver. No better explana- 
tion can yet be offered. 

Therapy consists mainly of replacement of hemolysed 
red cells. Whether cortisone acts unspecifically by com- 
bating stress or specifically influences the hemolytic 
process is unknown. 

The prognosis rests on two factors—the extent of 
hemolysis, and the degree of kidney damage. Some 
workers report oliguria and transient anuria; Schafer 
(1951) found deposits of hemoglobin in the kidney 
collecting-tubules at necropsy. Blockage of the tubules 


by hemoglobin cylinders and lower-nephron nephrosis 
may cause death. 

As shown above, the number of leucocytes increases 
before hemolysis takes place. 


This early leucocytic 
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response is caused apparently by gastro- intestinal dam- 
age, symptoms of such damage being the very first and 
sometimes only signs of naphthalene intoxication. It 
would be interesting to observe the hxematological 
response to parenteral naphthalene. 

The neurological symptoms.are caused mainly by 
cerebral anoxia. Typical in this respect was the euphoria 
in our patient—similar to air-pilots’ euphoria at great 
heights. Convulsions, sometimes reported (Goetze 1899, 
Zuelzer and Apt 1949), are possibly caused by blockage 
of cerebral capillaries by hemoglobin. 

The early abdominal pain is undoubtedly due to gastro- 
intestinal irritation. Later pain has been reported in the 
regions of the gall-bladder and the spleen. This latter 
pain was complained of by our patient ; but on palpation 
the tenderness appeared to be in the region of the kidneys. 
The same may have been true of the other reported cases 
of pain in the spleen and gall-bladder regions. 

The frequency of signs and symptoms in the recently 
reported cases and ours is summarised in table 111. 

The clinical picture of naphthalene poisoning emerging 
from the review of these cases is as follows: 

During the first 24 hours after ingestion only gastro- 
intestinal symptoms of varying severity are noted, mainly 
nausea and vomiting. 

On the 2nd day fever and leucocytosis appear, which last 
several days. 

These are followed on the 3rd day by pallor, yosidivanion, and 
rapid destruction of erythrocytes, accompanied by the usual 
signs of hemolytic jaundice and hemoglobinuria. The urine 
assumes a characteristic port-wine colour. The spleen and liver 
may be enlarged, and signs of kidney damage may appear : 
albuminuria, hematuria, and granular casts in the urine. 
Naphthol may be demonstrable in urine at this time. 

After 5-6 days, the leucocytes revert slowly to normal 
numbers, the hemolytic process comes to an end, and there is 
a well-marked reticulocytosis. Oliguria or anuria, due to a 
lower-nephron nephrosis or to blockage of renal tubules with 
hemoglobin, may now supervene; or convalescence may 
begin, which, in absence of complications, is rapid. 


Summary 


A case of suicidal naphthalene poisoning is reported, 
and published cases are reviewed. 

The clinical picture comprises gastro-intestinal dis- 
turbances, fever, leucocytosis, hemolysis and jaundice, 
signs of cerebral anoxia, hemoglobinuria, renal damage, 
and eventual recovery. 

A plea is made for wider recognition of this syndrome. 


ADDENDUM 


Since this paper was written another patient who had 
attempted suicide with 10 g. of naphthalene was admitted 
to our department within 4 hours of taking the drug. 
Treatment with 100 mg. cortisone daily was started at 
once and no symptoms of intoxication develeped, 
although 24 hours after admission naphthalene deriva- 
tives were found in the urine and Heinz bodies in blood- 
films. It remains to be demonstrated experimentally 
whether cortisone can prevent naphthalene-induced 
hemolysis or whether individual susceptibility varies 
greatly. 
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TETANUS 


RicHarRp BatTrEN 
F.R.C.S 
LATE REGISTRAR, BIRMINGHAM ACCIDENT HOSPITAL 


THE urgent problem in established tetanus is the 
control of convulsions. Hitherto treatment has consisted 
in sedation with central depressants or in relaxation 
with drugs of the curare type, or in both. 


Central depressants are likely to depress respiration, but 
Forbes and Auld (1955) report 15 cases treated thus without 
a death, and Grant and McNeilly (1953) describe in detail 
the successful management of 1 case with thiopentone and 
pethidine. 

Relaxants, advocated by so many workers in recent years, 
are likely to be needed in such large doses that the diaphragm 
also is paralysed. This in turn demands tracheotomy and 
positive-pressure respiration. 

Tracheotomy.—Galloway and Wilson (1955) found that 
tracheotomy diminished spasms and facilitated the sucking 
out of secretions. Impressed with the improvement that 
followed routine tracheotomy and positive-pressure respira- 
tion in bulbar poliomyelitis Lassen et al. (1954) recommended 
curare for tetanus. The paralysed and anesthetised patient 
was then treated in the same way as one with bulbar polio- 
myelitis. On this régime 3 of their 4 patients with severe 
tetanus survived. Other workers have had variable success 
with tracheotomy, pulmonary complications apparently 
not being reduced, though sudden respiratory occlusion 
can be controlled. Continuous attendance by a doctor, 
however, is almost essential, and a great strain is thrown on 
the nurses. 


Other drugs which may be important in the management of 
tetanus are chlorpromazine (Bodman et al. 1955) and the 
cortisone group (Lewis et al. 1954). Their advantages are 
still doubtful, and only a few reports have been published. 

Antitetanic serum.—In published cases the quantity, 
route, and timing of antitetanic serum have been so varied 
and so unrelated to the outcome that its value seems uncertain. 
Theoretically it seems to be vital for neutralising circulating 
or unfixed toxin immediately, but convincing experimental 
and clinical evidence that it does so is lacking. Given 
prophylactically it may be of more certain benefit, but 
Littlewood et al. (1954) report a fatal case of tetanus in a boy 
who had 1500 units of antitetanic serum two hours after the 
accident, and anaphylactic deaths from antitetanic serum 
are not very rare. 


Management of the electrolyte balance has been well studied 
by Wilson and Care (1955). 


Prognosis 


The length of the incubation period seems to be clearly 
related to the severity of the disease, but, as our case 
suggests, a short incubation period need not make a fatal 
outcome certiin. Reported recoveries when the incuba- 
tion period was less than five days are certainly very 
few. 


Case-report 


On Aug. 22, 1955, a boy, aged 7 years, was playing with 
his friends throwing lumps of earth at each other. He was 
standing beneath a lamp-post when one of the boys shook it, 
and a small piece of broken glass fell and pierced his scalp. 
His mother found a very small scalp wound, which she did 
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not ; think wth treatment, Next day he wall with a 
“funny ”’ posture of his shoulders and his jaw became stiff. 
He had a definite convulsive fit at home that night, just 
thirty-six hours after the injury. He now could not swallow, 
and next morning his pillow was soaked with saliva, It 
seems certain that for many weeks he had had no other 
injury, because his mother insisted that he always presented 
the most trivial injury to her for inspection and commiseration. 


Examination and Diagnosis 

On admission to hospital on Aug. 23 he was pale, looked ill, 
and had severe painful trismus, a classical risus sardonicus, 
and neck rigidity. His rectal temperature was 99-8°F. Tetanus 
was tentatively diagnosed, and a very guarded prognosis 
was given to the mother; it was still hoped that the condi- 
tion might be due to meriingitis. Lumbar-puncture, however, 
produced clear cerebrospinal fluid with normal constituents. 


Treatment and Progress 

Antitetanic serum 100,000 units was given intravenously 
after an intramuscular test dose of 1500 units. The same 
evening the boy seemed better, his jaw was less tightly clenched 
and he sat up to play with his toys when visited by his 
parents, to whom a brighter prognosis was now given. In 
the morning, however, this opinion had to be revised, for 
during the night a convulsion left him with severe opis- 
thotonos, and next morning he had powerful and almost 
continuous spasms. Rectal thiopentone | g. in 5% solution 
produced sufficient relaxation for a polyethylene cannula 
to be inserted into the saphenous vein at one ankle to deliver 
above the knee; thiopentone continuously at the rate of 
2-25 g. in 1-5 litres of 4-2 2%, glucose in 0- 18%, saline solution 
every twenty-four hours (0- 15 g. per 500 ml. bottle of glucose 
and saline. solution). Tracheotomy was considered at this 
point ; but, since the reflex spasms were completely con- 
trolled with thiopentone, relaxants and controlled respira- 
tion appeared unnecessary. Continuous anesthesia was 
thus maintained for fifteen days. The amount of thiopen- 
tone needed to relax the hypertonic muscles was 1-2 g. 
in twenty-four hours. Even then the child continued to 
have trismus, and the tonicity of his muscles varied from 
full opisthotonos to mild tightness of the recti abdominis 
muscles, Thrombophlebitis developed in the leg on the fourth 
day, the cannula was removed, and a new cannula was inserted 
into the opposite ankle to deliver thiopentone directly into the 
inferior vena cava. This ran successfully for a week and then 
slipped out unexpectedly owing to the boy’s restlessness. 
A third cannula was inserted at the wrist to deliver near the 
shoulder and ran until it was no longer needed. The amount 
of thiopentone given was controlled by altering the concentra- 
tion in the bottles as a long-term measure or, for quicker 
action, by injecting a few ml. of 2-5% thiopentone into the 
rubber tubing near its junction with the cannula, 


Nutrition 

Nutrition was maintained partly by the intravenous 
glucose and saline solution and partly through a nasal catheter 
to the stomach. This catheter was passed with the help of 
30 mg. of intravenous suxamethonium chloride and was 
changed by the same technique after ten days. By this route 
a continuous drip of nutrient mixture was supplied, each 
500-ml. bottle containing 1 pint of milk, 2 switched eggs, 
1 oz. of sugar, and 1 oz. of ‘ Casilan’ to a total of 1-5 litres 
in twenty-four hours, providing 1000 calories. Vitamins 
were added to this mixture in suitable doses. The serum 
electrolytes were estimated at intervals. The only abnormality 
was a lowered serum-potassium level on the sixth day ; this 
was corrected by adding potassium chloride to the intravenous 
fluid. 


Respiration 

Respiration was at first obstructed at intervals when 
trismus was so severe that the rubber airway was occluded. 
A metal airway of the Water’s type was found to resist the 
boy’s bite, and its side-tube allowed the pharynx to be 
sucked clear. Atropine gr. 14/s99 three-hourly reduced 
bronchial secretion but increased the viscosity of secretions 
from nose and throat, making laryngeal toilet more difficult. 
Sulphadimidine via the gastric drip and intramuscular pene- 
thamate hydriodide (‘Estopen’) were given to prevent pulmon- 
ary infection. Frequent suction was necessary via the nose and 
mouth to prevent saliva and nasal secretions from running 
down the trachea, but suction increased secretion and there- 
fore had to be limited. On the fourth day of anzsthesia 
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several attacks of laryngeal spasm caused cyanosis, and it 
was feared that tracheotomy might become necessary, but 
laryngeal toilet and a little more thiopentone proved effective. 
The nasal catheter undoubtedly increased secretion and 
eventually caused ulceration with a sanious discharge. 
Nursing 

The patient was nursed in a darkened room, making all 
procedures more difficult. The patient was turned hourly, 
changed often, sucked out as required, and observed con- 
tinuously so that, if necessary, the doctor could be summoned 
quickly. 

Progress 

On the fourteenth day of anesthesia the thiopentone was 
omitted from the intravenous fluid for a few hours, and not 
much increase in muscular tone was observed. Next day 
500 ml. of blood was given to correct anemia. Intravenous 
therapy was discontinued on the sixteenth day. Chloral was 
given for twenty-four hours, during which the boy gradually 
regained consciousness, cried, and drank some water. Con- 
valescence was complicated by staphylococcal septicemia, 
which responded slowly to antibiotics. During this period 
he overheard a statement on a ward round that he had been 
in hospital for three weeks. He resentfully insisted that he 
had only been in fér a week. He had of course no memory 
of his fortnight’s anesthesia. The boy’s temperature became 
normal four weeks after admission, and after some re-education 
in walking, he was discharged. 

Follow-up 

When he was seen as an outpatient two weeks later it 
appeared that after a week’s country holiday he had returned 
to the physiotherapy department demanding another week 
of exercises “‘ so as to be good and strong for school.” He is 
a bright boy. 

Discussion 

Tracheotomy, with.its dangers and difficulty of 
management, may be avoided if spasms are controlled 
with central depressants only. In some cases even severe 
spasms can be controlled with central depressants with- 
out bad effects, and even more than 40 g. of thiopentone 
may be harmless to a healthy child. 

The nutrition of a patient with tetanus must be 
maintained because his need for calories is increased, 
whether or not he has spasms (Holmdahl and Thorén 
1954). His nutritional and electrolyte needs can be 
supplied by continuous intravenous and intragastric 
fluids. An indwelling nasal catheter should be either used 
intermittently or changed often from one nostril to the 
other to avoid ulceration. The staphylococcal septi- 
cemia of our patient was possibly introduced by such 
ulcerations. 

This case shows that neither a short incubation period, 
nor a short interval between the first symptom and the 
first generalised reflex spasm, is a bar to a successful 
outcome in tetanus. 

Summary 

A case of tetanus with an apparent incubation period 
of thirty-six hours is reported with recovery after two 
weeks’ anesthesia maintained with thiopentone. 

Relaxants were only used for short periods on two 
occasions for the passage of nasal catheters. 

My thanks are due to Mr. F. G. Badger, under whose care 
this patient was, for guidance in the management of the case 
and in the preparation of this paper; Dr. L. J. Wolfson, 
Dr. D. Bigley, and Dr. R. E, Graham for advice on anesthesia ; 
Dr. Mary Fisher for long periods of observation ; and the 
nurses for their watchful care of the boy. 
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CHIARI’S DISEASE 
A CASE DIAGNOSED DURING LIFE 


T. St.M. Norris 
M.D. Camb., M.R.C.P., D.P.H. 
PHYSICIAN, WHITTINGTON HOSPITAL, LONDON 


Primary thrombosis in the hepatic veins has been 
recorded comparatively rarely since Chiari’s (1899) 
account of 1 man and 2 women who died from this dis- 
order. Chiari suggested that the thrombosis was the 
result of endophlebitis. 

Armstrong and Carnes (1944) said that about 60 cases of 
the disease had been described, and that at Stanford University 
only 5 had been found in 11,979 necropsies—a prevalence of 
0-042%. 

Kelsey and Comfort (1945) found 20 cases in all necropsies 
at the Mayo Clinic between 1910 and 1939. In only 4 of these 
was thrombosis of the hepatic veins the major factor; in 
the remaining 16 it was secondary to some other condition. 

Little and Montgomery (1952), who reported 115 cases, 
found that the most common causes were intra-abdominal 
malignant disease, inflammatory conditions, and blood 
dyscrasias. 

Thus the disease in many of the cases reported since 
Chiari’s first description was probably secondary to some 
other illness or was a terminal event. 

1 patient with the primary condition was first geen with 
hepatomegaly at the age of 5 and was kept under observa- 
tion until his death at the age of 28 (Hutchison and Simpson 
1930); at necropsy, primary carcinoma of the liver super- 
imposed on obstruction of the hepatic veins was found. 

Most cases have not been diagnosed until necropsy ; 
an exception was a patient who was admitted to a 
surgical ward with pyrexia, recurrent jaundice, and 
hepatosplenomegaly (Baer and Klemperer 1930). Throm- 
bosis of the hepatic veins was considered the probable 
diagnosis, but cholangitis was not excluded ; the former 
diagnosis was confirmed at necropsy. Baer and 
Klemperer added that portal-vein thrombosis is difficult 
to diagnose; but the symptoms of hepatic-vein 
thrombosis are more characteristic, comprising right- 
sided upper-abdominal pain radiating to the back, a 
large, tender liver, splenomegaly, and ascites. 

Case-report 

A male printing-machine operator, aged 30, attended the 
outpatient department on Dec. 17, 1952, with a history of 
abdominal distension and diarrhea for three weeks, and lower 
thoracic backache for two weeks. From 1941 to 1945 he had 
served in the R.A.F. as a wireless-operator/air-gunner, but 
had not lived abroad. During and after his service career 
he had had attacks of epigastric discomfort which were not 
investigated. 

On examination he looked ill. There was massive ascites 
which prevented palpation of the abdominal viscera and 
pressed on the bases of the lungs. There was no evidence of 
heart-disease ; the blood-pressure was 145/95 mm. Hg. 
Investigations 

The patient was admitted the following day and a sample 
of the ascitic fluid was withdrawn. This was faintly bile- 
stained, and it contained 2-4 g. per 100 ml. of protein and 
was sterile on culture. Chest radiography was normal. 
Hemoglobin was 97%, and the leucocyte-count and blood- 
films were normal; the total serum-protein level was 6 g. 
per 100 ml. (albumin 3-4 and globulin 2-6 g. per 100 ml.) ; 
the results of this and subsequent estimations are shown in 
fig. 1. Thymol turbidity 5 units, alkaline phosphatase 6 units, 
and serum-bilirubin level 0-2 mg. per 100 ml. The Wassermann 
and Kahn reactions were negative. 

The similarity between this case and the clinical history 
attached to a specimen of liver (Pearson 1939) in the hospital 
pathological museum led me to diagnose Chiari’s disease. 
Further Investigations and Progress 

The patient remained in hospital for six months, during 
which abdominal paracentesis was necessary every five to 
eight days, when 10--14'pints of fluid was withdrawn. After the 
first paracentesis the liver but not the spleen was palpable. 

On Jan. 2, 1953, liver biopsy, by needle-puncture, revealed 
the centrilobular congestion and dilated blood-spaces. 
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adherent to the abdominal wall and to the stomach. 
The portal pressure was not appreciably. raised as 
judged from the appearance of the gastro-epiploic 
veins and the slight bleeding when making the incision. 
The splenic and hepatic arteries were ligated, the latter 
just proximal to the gastroduodenal artery. Both 
these procedures were difficult because of induration 
and adhesions.” A liver biopsy specimen taken at 
7 operation showed * severe fibrosis of irregular pattern 
with focal hemorrhage and some regeneration, with 
slight chronic inflammatory reaction,” 


Subsequent Progress 

After discharge from hospital in June, 1953, the 
patient continued to attend weekly for abdominal 
paracentesis, but on Nov. 12 he was readmitted with 
4 slight hematemesis and maJena. The veins in the 
abdominal wall and on the sides of the chest were 
now more dilated and a barium swallow showed varices 
7 at the lower end of the esophagus. He was discharged 
on Dec. 8, and four days later (twelve months after 
his first admission) the final paracentesis was performed. 
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Fig. |\—Serum-protein levels during illness. 


On Jan. 10, peritoneoscopy was undertaken by Mr. W. W. 
Davey, who reported “ 9 pints of fluid were withdrawn, and 
good visualisation of the liver was obtained; the anterior 
sharp edge was rounded with coarse irregularity of the surface 
and loss of normal architecture. Many blood-vessels were seen 
on the surface and there were many recent adhesions between 
the anterior surface of liver and the parietal peritoneum. 
No superficial hepatic metastases or tubercles were seen: 
the condition is probably acute cirrhosis.’”’ These findings 
were consistent with the clinical diagnosis of Chiari’s disease. 

On Jan. 12, treatment was started with phenindione 
(‘ Dindevan *) 100 mg. twice daily ; but within twenty-four 
hours the prothrombin-time rose from 28 to 75 sec. and the 
treatment was stopped. The thymol turbidity was then 
9 units, the alkaline phosphatase 16 units, the serum-bilirubin 
0-2 mg. per 100 ml., and the blood-urea 20 mg. per 100 ml. 

On Feb. 9 prominent, dilated veins on the sides of the 
chest were noticed, and liver biopsy was repeated. This showed 
engorgement and reticular fibrosis, with dilated, engorged, 
capillary spaces and inflammatory infiltration in fibrous 
strands. The thymol turbidity was 3 units, the alkaline 
phosphatase 15-5 units, and the fecal urobilinogen 27 mg. 
per day. 


Operation 

It was decided that ligation of the hepatic artery might 
relieve the hepatic congestion no less effectively, and more 
safely, than a portacaval shunt. Mr. W. W. Davey therefore 
did a laparotomy on April 25 and reported: ‘‘ The spleen 
was enlarged to twice the normal size, and the liver was 
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‘Morocco leather ” surface; right: nodules 
of regeneration. 


Fig. 2—Liver: left: 


no On Jan. 19, 1954, he complained of pain in the 
breasts and was found to have gynecomastia ; several 
spider nevi on the face and hands were also noticed. 
There were dilated veins in the flanks, and the liver 
was hard and nodular. 

On April 9, the thymol turbidity was 2 units and the 
alkaline phosphatase 21-1 units. He returned to work where 
he remained until Jan. 22, 1955, when he was again admitted 
with hematemesis and malena. Despite blood-transfusions 
his condition deteriorated rapidly, and he died in coma on 
Jan. 24. 

Necropsy .(Dr. 8. 
Robinson) 

The liver was en- 
larged (weight 4 lb. 
13 oz.) and. firmly 
fixed to diaphragm, 
spleen, and stomach 
by fibrous adhesions 
bearing many dila- 
ted tortuous veins. 
The outer surface 
was coarsely nodu- 
lar with a “‘ Mor- 
occo leather’’ 
appearance (fig. 2). 
The cut surface was 
mottled with a 
coarse, grey net- , 
work of fibrous 
tissue containing 
engorged sinusoids 
and cords of pale 
yellow surviving 
liver parenchyma 
with nodules of 
regeneration up to 1 cm. in diameter (fig. 2). The hepatic 
veins were inconspicuous, and the openings of the left and 
lower right ,hepatic veins into the inferior vena cava were 
completely obliterated; the right upper hepatic vein was 
blocked by fibrous tissue 1-5 cm. from its mouth. The spleen 
was slightly enlarged (weight 8'/, oz.) with hyaline fibrosis of 
the capsule and prominent veins in the adhesions; the cut 
surface showed engorgement. Heart and blood-vessels: the 
heart weighed 9'/, oz., and there was cedema of the myo- 
cardium. There was hypoplasia of the aorta, the circumference 
of the thoracie portion being 4 cm. and of the abdominal 
portion 3-5 cm. There was considerable fibrosis around the 
adventitia of the inferior vena cava (fig. 3) and there were 
dilated veins in the submucosa of the lower three-quarters 
of the wsophagus with erosion of three veins containing 
adherent thrombus. There were prominent, dilated, tortuous 
veins in both iliac fosse# and under the skin of the abdomen 
and back. Stomach: on the anterior wall of the pyloric 
antrum there was a chronic ulcer measuring 4 3 ecm. which 
was firmly adherent to the liver and which had several bleeding 
points in its floor. 

Adhesions obliterated both pleural cavities. There were 
edema and congestion of the lungs, brain, kidneys, supra- 
renals, and intestines. 








Fig. 3—Inferior vena cava, showing fibrosis of 
adventitia. 
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Histological Examination 

Extensive destruction of liver parenchyma left only islands 
and cords of liver cells round some of the portal systems, 
and nodules of regeneration. The rest of the liver consisted 
of a coarse network of cedematous fibrous tissue containing 
many dilated blood spaces and veins, some showing prolifera- 
tion of the intima, others fibrous obliteration and recanalisa- 
tion. Sections through the closed ostia of the hepatic veins 
showed hypertrophy and fibrosis of the muscularis and 
edematous hyaline fibrous tissue with many small channels 
of recanalisation, replacing the intima and obliterating the 
Jumen. 


Discussion 


This case and that of Pearson are classical examples of 
Chiari’s disease. The clinical picture varies with the 
degree of obstruction of the hepatic vein. In total 
obstruction the illness is short with the rapid develop- 
ment of hepatomegaly, ascites, vomiting, and jaundice ; 
death from hematemesis due to ruptured csophageal 
varices usually follows. When the obstruction is incom- 
plete hepatomegaly and ascites may develop rapidly ; 
but the patient may live for several years, improvement 
depending on the formation of a collateral circulation and 
regeneration of the liver. The early onset of ascites 
supports the view of Madden et al. (1954) that an 
important factor causing hepatic ascites is imbalance 
between the hepatic inflow and outflow of blood. 

If the disease is suspected diagnosis should not be 
difficult, because the picture is that of acute hepatic 
congestion unassociated with hypertension in the superior 
vena cava; if the patient lives long enough, secondary 
portal hypertension develops. “ Differentiation from 
constrictive pericarditis and tricuspid regurgitation 
rests on the clinical history, the absence of raised jugular 
pressure, and the absence of the hepato-jugular reflex. 

Treatment is unsatisfactory; anticoagulants are 
dangerous because of hepatic damage, and surgery is 
of doubtful benefit. Symptomatic treatment and pro- 
longed rest seem to offer the best prospects of 
improvement. 

A clear distinction should be made between cases of 
primary obstruction, as described by Chiari, and those 
in which obstruction of the hepatic vein is secondary to 
another disease. 


I am grateful to the staff of the Archway Group Laboratory 
for their assistance in the clinicial pathology, especially 
Dr. J. G. A. MeSorley and Miss M. F. Crowley. 
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SPONTANEOUS HYPOPARATHYROIDISM 
WITH MEGALOBLASTIC ANAMIA 
L. J. Hurwitz 
B.Sc., M.D. Belf., M.R.C.P.E, 


REGISTRAR, DEPARTMENT OF NEUROLOGY, CLARE- 
AND ROYAL VICTORIA HOSPITAL, 
BELFAST 


FORMERLY 
MONT STREET HOSPITAL, 


Tue following case of idiopathic bypoparathyroidism 
is reported because of its association with megaloblastic 
anemia—an association not previously reported. 


Case-report 
A girl, aged 19, began to have fits at the age of 8 years. 
There was a constant aura consisting in a feeling of stiffness 
in the right hand lasting some moments. Usually this was 


followed by generalised convulsions. The fits might be as 
many as 12 in a day, but sometimes the patient went 3-10 
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months without any. At the age of 11 years she began to take 
phenobarbitone gr. 1/, b.d. and phenytoin sodium gr. 1'/, 
daily. In March, 1953, the latter was increased to gr. 1"/, b.d., 
but the fits continued, and in April, 1954, the patient was 
admitted to Claremont Street Hospital, Belfast. She had 
no history of infantile convulsions or of head injury, and she 
walked and talked at the normal age. Menstruation had 
not begun. She was the eighth child in a family of nine. 
There was no history of epilepsy or other neurological illnesses 
in the family. 

On examination on April 28, 1954, she was cheerful, of 
average intelligence, small, and plump, with a round face 
and squat build. Height 58 inches ; heel to pubis 29 inches ; 
from finger-tips to finger-tips of outstretched arms 61 inches ; 
skull circumference 20'/, inches. Scanty pubic and axil 
hair ; breasts poorly developed ; skin dry ; nails apparently 
normal; but teeth much deformed and widely separated, 
several being just small stumps. There was a butterfly area 
of brownish pigmentation on the face. Chvostek sign 
easily elicited, Trousseau sign positive. Blood-pressure 
100/60 mm. Hg. Heart sounds normal; mucose# pale. 
Neurological examination negative. Lens opacities in both 
eyes. 

Investigations.—Radiography showed calcification of skull 
in region of basal ganglia; metacarpals and metatarsals 
normal; bone age 12 years; no subcutaneous calcification ; 
long bones normal; no abnormal calcification in abdomen. 
A fractional test-meal showed histamine-fast achlorhydria. 
Examination of the blood showed Wassermann reaction 
negative; hemoglobin 55% (7-9 g. per 100 aml.), colour- 
index 1-37, packed-cell volume 24%, mean corpuscular volume 
120 e.u, mean corpuscular Hb concentration 33 g. per 100 ml., 
erythrocyte-sedimentation rate 57 mm. in Ist br. (Westergren) ; 
leucocytes 33 50 per e.mm. (neutrophils 48%, lymphocytes 48%, 
eosinophils 4%); reticulocytes less than 0-5%. A _ blood- 
film showed macrocytosis and _poikilocytosis. Plasma- 
bilirubin 0-7 mg. per 100 ml.; plasma-protein 9-0 g. per 
100 ml. (albumin 5-8 g., globulin 3-2 g. per 100 ml.) ; serum- 
calcium 5-4 mg. per 100 ml.; serum-phosphorus 11-8 mg. 
per 100 ml. ; alkaline phosphatase 16 King-Armstrong units. 
The Ellsworth-Howard test showed poor response to intra- 
venous ‘ Para-thor-mone.’ A glucose-tolerance test produced 
a flat curve. An insulin-sensitivity test was normal. A fat- 
balance test (on two occasions) showed 90% and 95% reabsorp- 
tion. Radiography after a barium meal showed a normal 
intestinal pattern. A Sulkowich test showed no calcium in 
the urine. The basal metabolic rate was +17%. Intravenous 
pyelography showed both kidneys normal in size and very good 
concentration of the contrast medium. Blood-urea 23 mg. 
per 100 ml. The specific gravity of the urine was 1-000—1-020, 
and a urea-concentration test gave 2.6%. The Kepler test 
was negative. The urinary excretion of 17-ketosteroids was 
2-5 mg. in twenty-four hours. 

Lumbar puncture produced clear 
containing protein 35 mg. per 100 ml., and leucocytes 1 per 
e.mm,; the Wassermann reaction was negative. Electro- 
cardiography showed a slight increase in the Q-Tc interval. 
Electro-encephalography on May 8, 1954, gave a resting record 
which showed activity at a wide range of frequencies 1?/,-9c.p.s. 
With hyperpnea the slow activity was clearly dominant. 
Chromatography showed increased amino-aciduria of a general 
pattern. 


Prof. P. J. Stoy reported that radiography on June 23, 


654321/123456 
1953, showed the following teeth erupted -— 7 6432 7 3: ; 3345 7° 


ay The 
teeth were widely spaced except 7/7, which were erupting, 
the 7/ being mesio-angularly impacted against the 6/. The 
/7 was in normal position. The roots of all the teeth were 
incompletely formed and stumpy. The lamina dura was 
prominent and the periodontal shadow broad. The dental 
age of each tooth was as follows (Symington and, Rankin 
being taken as a guide) : 


cerebrospinal fluid 


The following teeth were present but unerupted 


| 


1/1 8 years 2/2 8 years 
2/2 8 years 3/3 8 years 
4/4 8 years 4/4 8 years 
5/5 8 years 5/5 8 years 
6/6 7-8 years 7/7 9 years 
7/7 9 years 
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On. Nov. 25, 1954, further radiographs showed both 8/8 
high up above the still unerupted 7/7 and corresponding 
to a dental age of 10 years. There was no change of calcifica- 
tion in the remaining teeth during the intervening eighteen 
months but an apical area had developed on the /2. From 
this dental evidence some factor appears to have supervened 
at about the age of 8 years or over, preventing the full 
development and calcification of the teeth. 

Progress and Treatment.—Idiopathic hypoparathyroidism 
was diagnosed in view of the low serum-calcium level, high 
serum-phosphorus level, normal radiological appearances 
of the bones, absence of renal insufficiency, and absence of 
steatorrheea. © Despite the patient’s suggestive facies and 
stature, the case was not considered to belong to the pseudo- 
hypoparathyroid variety (Albright et aJ. 1942) in view of the 
absence of dyschondroplasia and subcutaneous calcification 
MacGregor and Whitehead 1954, Robinson et al. 1954). 
The macrocytic anemia was noted but examination of the 
bone-marrow at this time was inconclusive. Anticonvulsant 
drugs were withdrawn for a week in June, 1954, and treat- 
ment was started with dihydrotachysterol 1 ml. (1-25 mg.) 
t.d.s. and caleium lactate gr. 25 t.d.s. The former was 
gradually increased to 20 ml. daily, but the serum-phosphorus 
level remained higher than the serum-calcium level. The 
Hb increased at first but later decreased again. In November, 
1954, examination of the blood showed Hb 42% (6-2 g. per 
100 ml.), colour-index 1-35, leucocytes 2700 per c.mm., mean 
corpuscular volume 110 c.u, reticulocytes 0-8%, and serum- 
bilirubin level 1-4 mg. per 100 ml. Sternal puncture showed 
severe megaloblastic dysplasia of the bone-marrow. Cyano- 
cobalamin 50 ug. was given daily by injection. The Hb 
increased rapidly and after five days there was a reticulo- 
cytosis of 8%. Calciferol 200,000 units daily was substituted 
for the dihydrotachysterol and the serum-calcium level 
considerably improved. No fit had been recorded since 
March, 1954, and the patient now felt very well, and the 
signs of latent tetany had disappeared. Further electro- 
encephalograms showed improvement. On Nov. 4, 1954, 
there was an alpha rhythm at 9 c.p.s. of moderate amplitude 
and fair symmetry. There was excess diffuse episodic theta 
activity at 3-6 c.p.s. No specific epileptic waves or focus seen. 
On Dec. 10, 1954, the electro-encephalogram could be con- 
sidered within normal limits for the patient’s age. 

Follow-up.—When seen as an outpatient in February, 1955, 
the patient’s Hb was 100%, serum-calcium level 8-4 mg. 
per 100 ml., and serum-phosphorus level 11-4 mg. per 100 ml. 


Discussion 

The nature of the anemia is an interesting problem. 
Three main possibilities were considered: (1) a true 
pernicious anemia; (2) the result of long-continued 
dosage with phenytoin sodium; and (3) the result of 
the hypoparathyroidism. 

True pernicious anzemia is rare under the age of 40. 
Murphy (1939), in 550 patients seen personally, found 
only 1 aged less than 20. Nevertheless the histamine- 
fast achlorhydria, the typical peripheral blood picture, 
the frank megaloblastic marrow in October, 1954, and 
the rapid response to cyanocobalamin point strongly 
to true pernicious anemia. 

As regards phenytoin sodium Hawkins and Meynell 
(1954) described a case in which a megaloblastic change 
was thought to have been induced by phenytoin sodium. 
Their patient, however, had free gastric acid. .The 
hypoparathyroidism is considered to be the least likely 
cause. While the patient was receiving dihydrotachysterol 
20 ml. daily, her Hb was decreasing rapidly. 

After a month’s treatment with calciferol there was 
much improvement in the electro-encephalograms, which 
could be considered normal for the first time (the first 
record having been taken in March, 1953). This suggests a 
definite relationship between the treatment, which 
produced a rise in the serum-calcium level, and the 
improvement noted electro-encephalographically. 

Robinson et al. (1954) suggest that the basic electrical 
rhythm is responsible for the abnormal pattern in the 
electro-encephalogram ; but this case supports the 
hypothesis that the changes are largely due to a 
biochemical abnormality. 
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The appearance of the teeth indicates retarded develop- 
ment due to some factor supervening about the age of 
8 years. The epilepsy in this case also began at 8 years, 
and one can assume the onset of hypoparathyroidism 
near that age. This dental finding fully agrees with the 
suggestions of Albright and Strock (1933). 

Calciferol was as efficacious as dihydrotachysterol in 
bringing the serum-calcium and serum-phosphorus levels 
back to normal and was less expensive. The serum- 
phosphorus level was very high again in February, 
1955, although the serum-calcium level was normal; 
this indicates a renal tubular defect with increased 
resorption of phosphorus. 


Summary 
A ease of idiopathic hypoparathyroidism presenting 
with epilepsy from the age of 8 years and recently 
developing megaloblastic anzemia is described. 
The probable cause of the anzemia is discussed. 


I wish to thank Dr. H. Hilton Stewart for permission to 
report this case, which was under his care, and for his advice. 


REFERENCES 


Albright, F., Burnett, C. H., Smith, P. H., Parson, W. (1942) 

Endocrinology, 30, 922. . 
Strock, M. 8S. (1933) J. clin. Invest. 12, 974. 

Hawkins, C. F., Meynell, M. J. (1954) Laneet, ii, 737. 

MacGregor, M. E., Whitehead, T. P. (1954) Arch. Dis. Childh. 
29, 398. 

Murphy, W. P. (1939) Anemia in Practice. Philadelphia and London ; 
p. 195. 

Robinson, P. K., Carmichael, E. A., Cumings, J. N. (1954) Quart. 
J. Med. 23, 383. 


New Inventions 


PULMONARY-HILUM CLAMP 


THE clamp illustrated here was devised about two 
years ago for use in the thoracic unit in Manchester 
and has been used by several surgeons in many pulmonary 
resections. 

There are occasions when, owing to inflammation or to 
neoplastic enlargement of glands, the distal ends of the 
pulmonary vessels’ are difficult to secure satisfactorily 








. 


either by ligature or by the commoner clamps—e.g., 
straight Spencer Wells, Roberts forceps, and chole- 
cystectomy forceps. 

Sometimes a Roberts or a cholecystectomy forceps 
could be applied backwards to the distal ends of the 
vessels, or alternatively the vessels could be cut distally 
and allowed to ‘‘ bleed back.” In such a situation a 
fairly strong clamp with an angled shank and a reversed 
curve on its blades, which are longitudinally serrated 
but no wider than a Roberts forceps, gives most satis- 
factory control without fear of slipping. This instrument 
has a strong box-joint so that it can also be used, if 
necessary, as a distal clamp on the bronchus without 
straining it. 

I am indebted to Mr. H. Woodall, of Allen & Hanburys, 
for having the clamp made to my specifications. All inquiries 
should be addressed to him. 

P. JEWSBURY 


Blackpool Victoria Hospital F.R.C.S. 
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Reviews of Books 


The Treatment of Renal Failure 
Therapeutic Principles in the Management of Acute and 


Chronic Uremia. Joun P. MERRILL, M.D., associate in 
medicine, Harvard Medical School. New York & 
London: Grune & Stratton. 1955. Pp. 238. 48s. 


In the past ten years, the underlying pathology of 
renal failure has been greatly clarified by Jean Oliver’s 
microdissection studies; the conservative regimen of 
Borst and Bull has justified itself by results, and these 
patients are no longer filled with fluid (except perhaps in 
clinical backwaters); and the artificial kidney of Kolff 
has been modified and tested, and the related procedures 
of peritoneal and intestinal lavage have been given a 
trial. In short, it was time for a critical review of the 
treatment of renal failure, based on adequate clinical 
experience. Dr. Merrill’s book does this admirably. 

He has treated over 200 patients with acute renal failure, 
and he has also assessed the value of similar methods in 
alleviating the discomforts of chronic renal failure. This 
experience enables him to give a balanced and richly docu- 
mented account of what can be done. Yet he is not dazzled, 
for he reminds us that in the cure, as opposed to the palliation, 
of renal disease, we are no better off than Richard Bright in 
1836 ; and one of his sections on chronic renal failure is headed 
When not to treat. There are some faults: for example, it 
seems questionable to condemn hydrogen resins and allow 
ammonium resins, which contribute both urea and hydrion 
to the body. 


Nevertheless, this is the only book available which is 
not dedicated to the propagation of one method, but 
provides an adequately based survey of the different 
possible forms of treatment. Its merits should make it 
the monograph on renal failure for some years to come. 


Modern Apparatus for Sterilisation 
J. H. Bowts, M.B., M.R.C.P.E. London: 
Press. 1955. Pp. 21. 2s. 6d. 

Nor many hospital administrators, or engineers for 
that matter, have the knowledge to differentiate good 
and bad dressing-sterilisers. But eyebrows will be raised 
at the first sentence of this admirable little booklet, 
which reads: ‘‘ About 90 per cent. of the sterilisers in 
use in Britain’s hospitals and pharmacies are obsolete.” 
One might suppose that the sterilisers thus decried 
were bought as the result of efficient sales talk rather 
than from a knowledge of the physics of steam sterilisa- 
tion, and the section of the booklet on this subject 
turns supposition to certainty ; for much of the informa- 
tion it gives will come as a surprise even to hospital 
pharmacists and pathologists whose familiarity with the 
basic sciences is probably closer than that of anyone 
else on a hospital's staff. In the section on faulty design, 
it is alarming to discover that the apple of the theatre 
sister’s eye—‘‘ the very latest pattern autoclave ’— 
is indeed rotten at the core. Although it may only lack a 
thermometer—as in 55 of the autoclaves which Dr. 
Bowie inspected—and although it may not be acting as 
a short circuit between the underground diains and the 
main water-supply of the hospital, as happened with 2 
sterilisers. 

Everyone connected, however remotely, with sterilisa- 
tion by steam should study this reprint of an address 
given to the Pharmaceutical Society of Great Britain. 


Pharmaceutical 


The Postural Complex 
Observations as to 
LAURENCE JONES, B.S., M.D., 
Hospital, Los Angeles. Springfield, Ill.: 
Thomas. Oxford: Blackwell Scientific 
1955. Pp. 156. 70s. 

Low back pain is a heavy burden on every orthopedic 
department in this country. It became even heavier with 
the recognition that ‘“‘lumbago”’ and sciatica were 
commonly, and some said universally, due to lesions of 
the intervertebral discs. Operations on the discs are 
not as popular as they were and other diagnoses are 


Diagnosis and Treatment. 
visiting orthopedist, Midway 
Charles C. 
Publications. 


Cause, 


coming into their own again, but the results of treatment 
are sti!l far from satisfactory and many patients are still 
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BOOKS 
left. with ecnstenile disability. Reavy new idea must 
therefore be examined and tested without prejudice. 

It is Dr. Jones’s theme that most cases of backache 
and neuralgias in the trunk and limbs (upper as = as 
lower) have their origin in the feet. 


The foot cannot roll inwards or outwards without rotation 
of the leg; if the leg rotates, tension in the iliopsoas alters, 
the pelvis therefore rotates forwards or backwards, and this, 
with the resultant changes in spinal curvature, produces 
alterations in tension in the nerves and spinal cord from one 
end to the other and consequent “ neuralgias ”’ in almost any 
situation. There may be no symptoms whatever in the feet, 
but Dr. Jones maintains that correction of even minor degrees 
of foot imbalance will cure the pain elsewhere, unless they 
are of such long standing that ‘‘ secondary inflammatory 
changes " have already occurred. For such changes, Dr. Jones 
uses more standard methods, but maintenance of improvement 
depends on foot correction. 

In preliminary chapters on the morphology of the foot, he 
emphasises that the foot is becoming an increasingly rigid 
structure, on which basis he defends his use of “ fixed rigid 
postural shoe corrections.” The method he uses for stiffening 
the shoe before the fitting of the supports, &c., required by 
that particular patient involves the use of a‘ Fiberglas’ insert, 
and considerable apparatus is required to handle this material. 
He is also at great pains to correct any inequality of leg 
length, which he says is substantial in 40% of subjects. 





The rationale of this hypothesis and these methods is 
argued at length in this book. — foot deformities 
can produce rotation of the whole leg and a thange in 
the degree of pelvic tilt is clearly demonstrated, but there 
is little objective evidence that this produces significant 
alteration in tension in the spinal cord. Nevertheless, 
Dr. Jones writes with enthusiasm and faith, he quotes 
large numbers of cases, and he is prepared to meet the 
scepticism which he rightly foresees. While it is difficult 
to believe that this postural complex is either so general 
or so noxious as he believes, his book will make 
people think. 


Radio-Anatomie générale de la téte 
ROBERT AUBANIAC, agrege d’anatomie ; JACQUES Porot, 
assistant d’electro-radiologie des Hépitaux de Paris. 
Paris: Masson. 1955. Pp. 152. 

WirHoutT a knowledge of anatomy it would be 
impossible to interpret radiographs ; on the other hand, 
radiography has often been of value in helping to deter- 
mine the anatomy of a particular part of the body. This 
book is primarily an illustrated anatomical and radio- 
logical atlas of sections of the head in the three principal 
planes. 

The structures seen in sections of the head (16 in the coronal 
plane, 16 in the horizontal plane, and 5 in the sagittal plane) 
are described with the help of natural-size annotated diagrams, 
accompanied by an illustration of a radiograph of each 
section. The description of each section includes comments 
on the features revealed by the radiograph. Radiography 
has been used to increase the information obtained from 
the sections, since the radiographs reveal details in the thickness 
of the section which otherwise could not readily be seen. 

The text and index are supplied unbound ; and the dia- 
grams and radiographs, all well printed on good paper, are 
supplied as loose sheets in a thin card folder. This arrange- 
ment has the disadvantage that the loose sheets may easily 
be lost or damaged, but it has the great advantage that for 
serious study diagrams of different sections may be removed 
and compared side by side. The cardboard case is rather 
flimsy and could perhaps be replaced by a proper loose-leaf 
binding. 





Textbook of Surgery (2nd ed. Londen: Kimpton. 1955. 
Pp. 1135. £6.)—Only three years have elapsed since the 
publication of the first edition of this work by Mr. H. F. 
Moseley, assistant professor of surgery at McGill University, 
but that is hardly surprising for it is an exceptionally 
good textbook. It is up to date, clear, and comprehensive ; 
and it has achieved wonders in catering for final-year and 
fellowship students at the same time. The new edition is 
enlarged by chapters on radioactive isotopes and on the acute 
abdomen; and there are new pictures in what was already 
a well-illustrated book. An original feature is the addition of 
film references to the orthodox bibliography. 
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ust the right combination... 


Cold, damp and smoke — just the right combination to produce the fog which sets 
people coughing and sends them to their doctor in search of relief. 
And relief is readily available with ‘Phensedyl’, the M&B brand cough linctus which 
contains promethazine for its prolonged antihistamine, local analgesic and central 
sedative action, ephedrine for its broncho-dilator activity and codeine for its depressant 
effect on the cough reflex. 
Whatever the cause of cough — whether it is “smog”, smoking, the aftermath of 
influenza, or a more serious condition — these properties Of ‘Phensedyl’ usually 
bring relief. They provide the _ right 
combination. 


Supplied in bottles of 4 and 40 fl. oz. ‘P H 7 \ s t 1) Y E; 





(each fluid drachm [3-6 c.c.] contains : 
PROMETHAZINE HYDROCHLORIDE 3-6 mgm. 
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Guillebaud 

WHETHER it pays publicly or privately, no nation 
can hope*to have anything like a first-rate modern 
medical service without spending a great deal of 
money. Unfortunately the original estimates for the 
National Health Service were too low: and when, 
with prices rising, its cost seemed to be higher each 
year, the increase was widely attributed either to 
wastefulness or to unreasonable development. Alarmed 
lest this expenditure should get out of control, the 
Government in May, 1953, appointed the Guillebaud 
Committee, with ominous terms of reference: it was 
to advise how a rising charge on the Exchequer could 
be avoided while maintaining an “ adequate ” service, 
and to suggest means of ensuring “‘ the most effective 
control and efficient use of such Exchequer funds as 
may be made available.”’ Faced with these questions, 
such a committee might easily have sought quick and 
ruthless answers based on a superficial examination 
of the facts; but happily this was not the way of 
Mr. GUILLEBAUD and his colleagues. Their eagerness 
to question and their readiness to listen have been 
exemplary; and the results of their methodical 
weighing of evidence are seen in the report now 
published, which takes up most of the controversial 
issues in the service, sets out the arguments on both 
sides, and concludes modestly with “‘ our own view.” 
Even if they had done nothing more, and made no 
constructive proposals, we could be grateful to them 
for providing, on so many subjects, the convenient 
starting-point for all further discussion. 

But they have done much more. The review of 
N.H.S. expenditure made on their behalf by Prof. 
R. M. Trrmuss and Mr. Brian ABEL-SMITH, PH.D., 
and described by the latter in our last issue, shows 
that costs, as realistically defined, have not in fact 
been soaring. Nobody would deny that, for various 
reasons, our medical services now employ far more 
people than they did before the war or even in 1947 ; 
but in terms of 1948-49 prices the net cost of the 
N.H.S. to public funds continued its initial rise only 
till 1950-51, and in the next two years it returned 
to approximately its level in its first full year (1949-50). 
In 1953-54 it was again a little higher; but, allowing 
for changes in the age structure of the population, 
the net cost per head at constant prices was still 
almost exactly the same as in 1949-50 (£8 15s. as 
against £8 12s.). During these years the national 
income rose, and the proportion of the gross national 
product used by the N.H.S. fell steadily from 3-80% 
in 1949-50 to 3-42% in 1953-54: “it may come as a 
surprise to many,” the committee truly remark, 
“to find that the National Health Service has 
absorbed a decreasing proportion of the country’s 
resources since the year 1949-50.’ Similarly, the 
proportion of national investment devoted to the 
N.H.S. has never reached 1%: and by 1953-54 it 
was down to 0-53%. In real terms capital expenditure 
on hospitals has averaged about a third of what it 
was before the war ; and (though these figures are not 
strictly comparable) the ratio of capital to current 
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expenditure on hospitals in England and Wales 
fell from 19-6°% in 1938-39 to 4-1°% in 1952-53—the 
corresponding figure in the U.S.A. in 1951 being 
234%. The committee recommend that if possible 
£30 million a year should be found for the capital 
needs of the N.H.S. in the seven years after 1957-58 
(how much will that be worth then ?), and they 
emphasise the need to look after the buildings we 
have. Any suggestion that a low rate of capital 
expenditure has been suitable because the hospitals 
were in good condition on the appointed day can be 
rapidly dismissed : Trrmuss and ABEL-SMItH estimate 
that in England and Wales 45% were originally 
erected before 1891 and 21%, before 1861. Though 
the running cost of the hospitals has increased pro- 
gressively since the N.H.S. started, being nearly 
£30 million higher, at 1948-49 prices, in 1953-54 than 
in 1948-49, they do more (and often better) work for 
a larger population. In the committee’s view : 

‘*,. . . the experience of the last seven years does not 
suggest that the organisation has failed to cope with 
its heavy responsibilities or to control, with greater 
regard for economy than is commonly credited, the large 
sums of Exchequer money which have been devoted 
annually to the Health Service. As we have already 
pointed out, the annual capital allocations for the 
hospital service have, in our view, been inadequate, but 
there can be no doubt that the hospital authorities have 
made véry good use of the limited sums made available 
tothem. Any charge that there is widespread extravagance 
in the National Health Service, whether in respect of 
the spending of money or the use of manpower, is not 
borne out ‘by our evidence.” 

For those of us who did not need this reassurance 
there is more interest, however, in the Guillebaud 
Committee’s observations on the weaknesses of the 
service, on which they say : 

‘It certainly should not be concluded that we have 
found the present organisation and administration of the 
National Health Service to be free from defects. In 
particular there is much need to integrate more closely 
the hospital, family practitioner and local health services, 
and also the welfare services provided by local authorities 
under the National Assistance Act. We also believe that 
the hospital service has been somewhat slow to adopt 
certain methods dnd techniques of management which 
have proved their worth in other large-scale under- 
takings, for example, in making adequate provision 
for the maintenance of capital assets, making full use of 
budgetary controls, devising the most economical means 
of purchasing supplies, making provision for a national 
recruitment and training scheme on the administrative 
side of the service, &c.”’ ; 

As may be gathered from this analysis, the remedies 
they propose, are changes in practice rather than in 
principle. When they were first appointed they 
were told by witnesses that health could be restored 
to the service only by loosening controls—the control 
of the Treasury over the Ministries, of the Ministries 
over the regional boards, and of the boards over the 
management committees. At all levels, it was said, 
good work could be expected only if people were 
given responsibility for spending their own money 
and making their own mistakes. But not even for 
the sake of an entirely novel service are the committee 
prepared to recommend a change of Parliamentary 
practice that would give a Ministry, a board, or a 
committee money which would be theirs to keep if 
they did not spend it all: correctly enough, they 
point out that all that Parliament gives is permission 
to spend up to a certain sum in a certain period, and 
they reject pleas both for block grants and for carrying 
over balances. On the other hand, in dismissing 
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decontrol on such lines as inadvisable if not impossible, 
the committee concentrate usefully on the means 
whereby control may be exercised with more know- 
ledge and therefore more delicately and fairly— 
as indeed has latterly happened to some extent. 
So that funds may be better allocated and better 
used, they strongly recommend the development of 
departmental costing—which will require the willing 
coéperation of those concerned with hospital adminis- 
tration, not least the doctors. But they well recognise 
that hospital costs alone do not necessarily reflect 
the efficiency of hospital management, and the need 
to find better indices for measuring efficiency is 
one of the reasons leading them to their important 
recommendation that the Health Departments should 
set up a research and statistics department to act 
as their intelligence branch. This department would 
consider what information is now lacking and how it 
can best be got. 

But an intelligence branch, helpful though it will be, 
is not a brain; and the committee has not brought 
out the fact that the N.H.S. has never had, and still 
lacks, a policy by which a proper balance between 
its separate parts is decided and then achieved. 
At several points Mr. GUILLEBAUD and his colleagues 
show themselves fully aware that prevention is 
cheaper than treatment, and that treatment in the 
home is often cheaper than treatment in the hospital ; 
but only Sir Joun Mavupk, in his reservation, explains 
how the present system weights the scales against a 
reasonable economy. The committee repeatedly 
urge that people in different parts of the N.HL.S. 
should see the service as one; and they believe 
(we hope rightly) that habits of coéperation will 
grow; but they are asking rather a lot of human 
nature when they suggest that those who run the 
hospitals so devotedly should remember that whatever 
they can save may go to balance overspending on 
something else, such as the pharmaceutical service, 
and is “* not necessarily ‘ lost’ to the National Health 
Service as a whole.’’ Anyone determined to economise 
by altering the balance in favour of preventive and 
domiciliary services would have to recognise that, 
as the T'imes puts it, “‘ at too many critical points the 
health service as now organized lacks built-in incen- 
tives to economical and efficient administration.” 

Hospitals are a necessity, and we must not rest 
until a very much higher standard is achieved in 
many of those we have today. But this does not 
mean that the hospital services as a whole ought to 
go on expanding, bit by bit and year by year. At 
present, even hospitals that know that they could 
contract find it hard if not impossible to get into 
reverse. Demand may fall off with diminishing popula- 
tion, or because of preventive or therapeutic advances : 
the lightening of the load on children’s beds in many 
populous areas is an obvious example. But from 
within the hospital the process of cutting down beds 
and services looks far too much like defeat and far 
too little like the victory it should be acclaimed to 
be. Even the distant signs of its happening are a 
matter for concern : the consultant does not like it to 
be known that he has difficulty in filling his beds ; 
the matron, the administrator, and the caterer have 
all been taught to look forward to the day when their 
hospital will be increasing rather than reducing its 
complement (their very remuneration is related to the 
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number of beds), and any suggestion of contraction 
is discouraging and disconcerting. The whole service, 
in fact, is geared to move only one way—towards 
expansion. It is to the financial advantage of each 
general practitioner to have, within reason, as many 
patients as possible on his list ; it is to his advantage, 
too, to pass as many as possible on to the hospital ; 
and it is to the advantage of the hospital, and every- 
body in it, to welcome the cases when they arrive, 
to build up a good rate of occupancy, to develop 
a larger and better hospital service, and so on. 
The practices that govern methods of remuneration 
have been evolved with great care: they are 
designed to avoid salaries for general practitioners, 
and to preserve freedom for the consultant and 
a measure of flexibility in the number of sessions 
assigned to him. It is, too, entirely reasonable to 
relate salaries of senior categories of administrators 
and matrons to the size of the hospital in which they 
work. But we should not forget that when these 
criteria were evolved it could be taken as axiomatic 
that the more hospital services we possessed the 
better. In some areas and for some services this is still, 
of course, very true; but in others it is true ng longer. 


With all respect to Sir Joun Maupk and others who 
are anxious for unification of the services under one 
authority, we would say that it is not the existence 
of separate machinery that is decisive ; for separate 
machinery in some sense there must be. What may 
matter more is the fact that the incentives, financial 
and other, of those who work in the different parts 
of the service have been allowed to evolve independ- 
ently, and that nothing has yet been done to solve 
the problem of fitting them together. We should 
like to have seen in the Guillebaud Committee's 
report some indication of the kind of experiment 
that might be made, which would point the way 
towards a solution. Were it possible to take a single 
area—a county borough for instance—and try an 
entirely different set of financial arrangements, 
important results might follow. To show how different 
they could be, let us imagine an extreme case. 
Suppose that the remuneration of general practi- 
tioners in a given area were rearranged so as to 
involve some deduction in respect of cases passed 
into the care of the hospital, and a corresponding 
increase in respect of those treated at home (it 
might not be impossible to work out a formula) ; 
suppose too that the remuneration of the consultants 
in the area were determined, not by reference to time 
spent at the hospital, but partly by a fixed ‘rate in 
respect of availability, and partly by reference to the 
number of domiciliary visits paid ; and suppose that 
all in administrative positions were paid in accordance 
with grading or scales which bore no relation to the 
importance or size of the hospital but on the contrary 
carried a bonus touched off by any recognisable diminu- 
tion in the rate of hospital admissions in the com- 
munity. Suppose all these things, and leave the 
experiment to run for three or five years, what should 
we expect to see ? Can we doubt that there would be 
some lessening of the emphasis on hospital services ? 
Though the particular arrangements we have outlined 
might some of them do more harm than good, they 
would almost certainly alter the existing balance 
between hospital and domiciliary work. The existing 
balance is not necessarily right and it is not unalterable. 
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Annotations 


PRINTING OF THE LANCET 


Tus issue of our journal has been truncated at a late 
stage in its development, and we have reluctantly bad to 
omit many letters and other contributions intended for 
immediate publication. At the time of going to press we 
do not know what developments are likely in the present 
dispute in the printing trade. We can do no more than 
assure readers, contributors, and advertisers that we shall 
try to produce each week at least a token issue; and if 
this cannot be printed in more than token numbers we 
shall send copies later to all subscribers. Publication of 
normal issues will of course be resumed as soon as 
possible, 

INTRACRANIAL BRUITS 


AvuscuLTaTIon of the skull is often omitted from a 
neurological examination, but Mackenzie,! in a recent 
account of intracranial bruits, has drawn attention to 
the importance of this method of examination. Travers,” 
in 1809-11, appears to have been the first to record an 
intracranial bruit, in a patient who in all probability 
had a carotico-cavernous fistula ; and some years later 
Fisher * * made a number of observations on the ‘‘ cephalic 
bellows sound.’ He found this sign in children with 
chronic hydrocephalus and congestion, acute inflamma- 
tion, and compression of the brain, and he thought the 
bruit resulted from impediment to the free passage of 
blood through the basal arteries as they were compressed 
by the diseased brain against the bony channels in which 
they ran. In 1843 Whitney ® noted a bruit in an adult 
with an aneurysm of the basilar artery; and in 1898 
Hoffman * made the first presumptive diagnosis of an 
intracranial angioma when be heard an intracranial bruit 
in a patient with a spastic left hemiparesis. 

An intracranial bruit may be hard to hear, and it should 
be listened for in quiet surroundings, which are often 
difficult to find in an outpatient department. It is often 
heard best over one or other eyeball, but auscultation 
should also be carried out over the temporal fosse and 
the mastoid processes. The condition most commonly 
associated with an intracranial bruit (sometimes a very 
loud one) is a carotico-cavernous fistula, usually the result 
of trauma but sometimes due to spontaneous rupture 
of a carotid aneurysm into the cavernous sinus. A bruit 
can be heard in some intracranial angiomas,.and it is 
perhaps in this condition that careful auscultation of the 
head is of most value. The proportion of these patients 
in whom a bruit has been heard varies in different series : 
Tonnis 7 recorded it in only 4 out of 22 patients, but 
Mackenzie,* in a previous study of 48 patients with 
intracranial angiomas proved by arteriography, recorded 
a bruit in 24. He made the interesting observation that 
a bruit was heard in 65% of the patients in whom the 
presenting symptoms were epilepsy, periodic headaches, 
or a hemiparesis, while it was uncommon in patients 
whose initial symptoms were a subarachnoid or intra- 
cranial hemorrhage. The importance of listening for a 
bruit is emphasised by 2 case-records given by Mackenzie. 
A patient aged 23 had had minor epileptic attacks for 
seven years and 2 major attacgks in the fifteen months 
before she was seen at hospital, the only focal feature 
about the attacks being a transient aphasia at the onset ; 
a bruit beard over the left eyeball indicated carotid 
angiography and this showed an angioma in and around 
the left Sylvian fissure. Another patient had begun to 
have attacks of migraine at the age of 12; the visual 
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aura was always on the right and the headache on the 
left. At the age of 26 she had a persistent defect in the 
right lower quadrant of the visual field. At 41 a bruit 
was heard over the left eyeball and left mastoid process, 
and arteriography showed a large left occipital angioma. 

Mackenzie records the rare occurrence of a bruit with 
a non-communicating intracranial aneurysm, a frontal 
meningioma, and a glomus-jugulare tumour, and for a 
short time in a patient with occlusion of the internal 
carotid artery. The occasional presence of a bruit in 
children with raised intracranial pressure is well recog- 
nised, and Mackenzie mentions 2 cases of this kind; in 
1 the pressure was raised by a pineal tumour and in the 
other by cerebral thrombophlebitis. He emphasises that 
an intracranial bruit may at times be heard without any 
other indication of an intracranial lesion, and that the 
presence of a bruit does not in itself warrant further 
investigation. He refers to a patient in whom a bruit 
apparently due to a moderately severe anzxmia dis- 
appeared when the anzmia was corrected. Another 
unpublished observation is in keeping with this; a 
physician who had had two large gastro-intestinal haemo:- 
rhages heard a noise in his left ear which was synchronous 
with the pulse and which stopped completely on carotid 
compression ; the noise disappeared when the anemia 
was corrected by blood-transfusion. Although it is not 
known whether this noise could be heard by an outside 
observer the patient described it as having the charac- 
teristics of an intracranial bruit, a sound with which he 
was familiar. 

The site of origin of an intracranial bruit is usually 
considered to be the arteriovenous communication which 
occurs in carotico-cavernous aneurysms and many intra- 
cranial angiomas, but Mackenzie suggests that another 
mechanism may be important in some cases. With 
intracranial vascular abnormalities there may be increased 
blood-flow through the carotid or vertebral arteries, and 
he suggests that, particularly in the carotid, there may 
be a relative stenosis where the artery enters the intra- 
cranial cavity. This may be the origin of the bruit, 
and it would explain why it may be heard most easily 
over the eyeball. A similar mechanism of relative 
stenosis of the basal arteries would explain the bruit in 
children with raised intracranial pressure—the explana- 
tion originally suggested by Fisher in 1838. 


ACUTE HAMORBRHAGIC LEUCOENCEPHALITIS 

ALTHOUGH Wernicke’s disease and brain purpura! 
were early differentiated from the many cases of hemor- 
rhagic encephalitis described during the past eighty years, 
it is only comparatively recently that further subdivision 
has been possible. Necrotising hemorrhagic encephalitis 2 
and acute hemorrhagic leucoencephalitis? are now 
usually recognised as distinct entities, although Adams 
and Kublik * maintain that they are a single disease. All 
16 recorded cages of acute hemorrhagic leucoencephalitis 
show a similar pathological picture characterised by 
severe vascular damage, with fibrin impregnation of the 
walls of venules, capillary disruption, multiple hemor- 
rhages of ring and ball types, perivascular necrosis, 
pronounced leucocytic infiltration, widespread focal and 
perivascular demyelination, and a microglial reaction. 

A lead to the understanding of the etiology of haemor- 
rhagic leucoencephalitis was given by Russell > when she 
pointed out its similarity to acute disseminated encephalo- 
myelitis and produced evidence suggesting an allergic 
basis for both conditions. Lander * records the case of a 
36-year-old man who had hemorrhagic varicella ; on the 
fifth day of the disease he lapsed into coma and he died four 
days later. Necropsy revealed the typical features of 
. Schmidt, M. B. Beit. path. Anat. 1905, 7, 419. 
. Baker, A. B. Amer. J. Path. 1935, 11, 185. 
. Hurst, E. W. Med. J. Aust. 1941. ii, 1. 
. Adams, R. D., Kublik, C. 8. Amer. J. Med. 1952, 12, 510 
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acute hemorrhagic leucoencephalitis involving the white 
matter of the entire central nervous system. Atypical 
pneumonia, with a mononuclear-cell exudate and 
scattered pulmonary necroses, was also present. Post- 
mortem diagnoses of the neurological conditions associated 
with varicella are too few to substantiate the varied 
clinical diagnoses which have been made, although 
certainly many of them appear to be acute disseminated 
encephalomyelitis. In that respect, therefore, this 
example of acute hemorrhagic leucoencephalitis as a 
complication of varicella supports Russell’s hypothesis. 
Fowler and French’ also noted the association with 
atypical pneumonia. Although Lander failed to isolate 
a virus from either lungs or skin, he inclines towards a 
virus as the cause ; and he suggests that the disease may 
develop after infection by a number of apparently 
unrelated viruses. 


PULMONARY EMBOLISM AND 
5-HYDROXYTRYPTAMINE 


One of the puzzles about pulmonary embolism has 
been the disproportion between the size of the embolus 
and the subsequent clinical signs. When a large embolus 
blocks a main branch of the pulmonary artery, the results 
are fatal or very grave. But serious circulatory collapse 
can be produced by an embolus which the subsequent 
clinical course shows to be quite small. The stimulation 
of pressor reflexes in the lung has been blamed for these 
widespread symptoms, but no-one is really satisfied with 
this explanation. The possibility that a humoral agent 
might be released at the site of the embolism has also 
been considered, and recently Smith and Smith * have 
suggested that 5-hydroxytryptamine (5-H.T.) (serotonin) 
is the humoral agent responsible. 5-n.T. has been much 
discussed lately because of its connection with malignant 
carcinoid tumours of the alimentary tract (argentaffin- 
oma). Patients with these tumours may have a typical 
syndrome evoked by the 5-H.7. secreted by the tumour ; 
and the detection of 5-n.T. or its degradation products in 
blood or urine during these attacks can be used for 
diagnosis.* But, before serotanin was connected with 
carcinoid tumours, it had been identified as a vasocon- 
strictor liberated when blood-platelets are lysed in the 
first stage of clot formation.’® Normally this is only a 
local action ; Udenfriend and Weissbach," for example, 
showed that the 5-n.7. liberated is rapidly inactivated, 
and so long as platelets are intact, 5-H.1T. does not appear. 
It occurred to Smith and Smith that many of the cireu- 
latory symptoms of pulmonary embolism resemble those 
attributed to the secretion of 5-H.T. in patients with 
abdominal carcinoid tumours. Since there is more or 
less extensive blood-clotting in pulmonary embolism, 
both in the vessels and in the infarcted area of the lung, 
significant amounts of 5-H.T. may be released, and the 
Smiths examined this possibility by investigating the 
results of experimental pulmonary embolism in cats. 

They allowed blood from the animal to clot spontane- 
ously in a thin film ; after one hour the clot was divided 
into fragments with an average diameter of 2 mm.; the 
fragments were suspended in 1-2 ml. of saline solution 
and injected intravenously. This injection caused exten- 
sive blockage of the pulmonary arterial bed. The effect 
of this blood-clot embolism was a steep fall in blood- 
pressure that lasted for some time : the cardiac pulsations 
became feeble and the heart-rate was often slowed at 
first ; later there was a period of hypertension and rapid 
pulse-rate. For comparison they injected a similar 
suspension of starch granules ; this either had no effect 
or caused a transient but profound fall in blood-pressure, 
with cardiac irregularities—a pattern of response quite 
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different from that produced by the injection of blood-clot 
fragments. The injection of 10 ug. of 5-H.T., however, 
produced a response similar in pattern and sequence to 
that following the blood-clot emboli. In further experi- 
ments to gather more information about this action, 
most 5-H.T. was found in the lysed buffy layer of blood, 
though considerable amounts were present in the serum 
and the clot itself. Injection of 5-n.7. or blood-clot 
directly into the right auricle caused a sharp rise of blood- 
pressure in the pulmonary artery, and these and similar 
experiments suggested that this was the main action of 
5-H.T. If the injections were made so as to by-pass the 
lung beds, the vascular effects were only slight. The 
possibility that histamine or acetylcholine might be 
causing these vascular changes was excluded by repeating 
the experiments in the presence of specific antagonists. 
The blood-clot experiments were also repeated in the 
presence of dibenamine and yohimbine, which are known 
to antagonise the vascular actions of 5-H.7., and of cocaine 
which potentiates them. These drugs acted in the same 
way with the blood-clot injections as they did with 
5-H.T. injections. Finally, cats were ;iven 2-ethyl : 3- 
nitroindole, which is known to be an antimetabolite of 
5-H.T.; when blood-clot suspension or 5-H.T. was injected 
into these treated animals, there was little change in 
arterial pressure. 

All these experiments suggest that the release ‘of 5-H.7. 
by clotting blood at the site of embolism, or elsewhere 
in the affected tissue, may play a part in the clinical 
picture that appears. Since experience has shown that 
heparin often diminishes the unpleasant after-effects of 
pulmonary embolism, Smith and Smith carried out some 
experiments to see whether heparin antagonises the 
action of 5-H.T. Injection of 5-n.7. into a previously 
heparinised animal was much less effective in lowering 
the arterial blood-pressure ; and in-vitro experiments 
showed that heparin reduced the action of serotonin on 
the rat-colon preparation. 

These findings raise the question of possible therapeutic 
measures for reducing or neutralising the action of 5-H.T. 
Heparin is already used, and the Smiths’ experiments 
confirm its value. 5-H.T. antagonists might be used ; 
but dibenamine is an anti-adrenaline drug still in an 
experimental stage, and yohimbine is hardly suitable 
for general use. The 5-H.T. antimetabolite, 2-ethyl : 3- 
nitroindole, takes twelve to forty-eight hours to become 
effective after administration by mouth, and such a delay 
would make it useless. Nevertheless, this work points to 
a new approach to the treatment of pulmonary embolism, 
and more appropriate drugs may soon be available. 


FOOD-POISONING AND DRIED MILK 


Most samples of unpasteurised milk contain Staphylo- 
coceus aureus, and some of the organisms are strains 
commonly associated with enterotoxic food-poisoning. 
Staphylococei are at least as common on the bovine 
teat as they are on the human hand and equally difficult 
to remove. Many cows suffer from staphylococcal 
mastitis, and indeed it is possible that this infection is 
commoner than it was, owing to the widespread use of 
penicillin for the eradication of streptococcal mastitis. 
With all the care in the world, some multiplication of 
bacteria in milk between the teat and the tea-cup is 
unavoidable. Nevertheless, only 2% of the recorded 
outbreaks of food-poisoning in 1954 were traced to raw 
milk and in previous years even fewer.' The probable 
reason for this anomaly is that enteritis is caused not 
by the staphylococci themselves but by the entero- 
toxin which they produce when they multiply in a suitable 
medium. If milk is kept under conditions which favour 
the formation of enterotoxin, there will be a simultaneous 
multiplication of those other bacteria which cause souring 
and the milk will become unpalatable. It is possible too 
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that srultiplication of the souring organisms will check 
the increase of staphylococci either by competition for 
nourishment or by the production of some inhibitory 
substance, such as nisin. Perhaps raw milk contains 
sufficient staphylococcal enterotoxin to produce symp- 
toms only when by some uncommon chance the staphylo- 
cocci have had a flying start in the multiplication race. 

Whatever the theoretical dangers, common experience 
suggests that the milk, raw or pasteurised, which passes 
through the normal channels of commerce is almost 
free from risk. For this reason eight large outbreaks of 
food-poisoning within a month, all due beyond doubt 
to reconstituted spray-dried milk supplied to its schools 
by one local authority, gave rise to some alarm.? While no 
pathogenic bacteria could be isolated from any of the vic- 
tims of these accidents, Staph. aureus (phage-type 42E/53w) 
was found in all the suspected batches of milk-powder, 
which were all from one maker. Serial examination of 
the daily batches from this factory showed staphylococci 
in almost every sample in numbers which varied widely 
from day to day but which seemed to reach a maximum 
in the early summer. Spray-dried milk-powder from 
other makers showed, with one exception, far lower 
figures throughout the year. Roller-dried milk showed no 
staphylococci at all. Since, however, the milk which 
caused gastro-enteritis was drunk within four hours of 
being reconstituted (a time too short for bacterial 
multiplication), it was clear that the staphylococci 
in the powder were by themselves insufficient to account 
for the effects produced. The powder must have contained 
a large amount of enterotoxin, probably produced at 
some stage in manufacture and surviving the process of 
drying. 

The spray-drying of milk consists essentially of 
pasteurisation, evaporation to about one-third of the 
original volume, and drying by injection of a fine spray 
into a current of air at 320°F. The raw milk before 
processing contained many staphylococci, but because 
it was kept chilled at 40°F it was unlikely to be the 
source of enterotoxin. Laboratory tests confirmed the 
expectation that few bacteria survived pasteurisation 
and evaporation. Between this stage and drying, it is 
customary to run the milk through a balance tank which 
eliminates fluctuations in the flow to the drier. At the 
beginning of the working day, the bacterial content 
of the milk in this tank was negligible, but within 
a few hours it rose as bigh as 100 million organisms 
per g., and staphylococci were almost invariably present. 
Drying reduced the numbers of bacteria but did not kill 
them all. Since staphylococcal enterotoxin will with- 
stand boiling for several minutes its potency was probably 
little altered by this last stage in the process. 

The balance tank in such a plant offers unusual 
opportunities for bacterial multiplication. The evaporated 
milk is warm. It tends to deposit a sludge which can 
be removed only at the end of the day and which offers 
excellent pabulum to bacteria as well as slowing the 
flow through the tank. It is less clear how it becomes 
infected. It may be by aerial contamination. _ More 
probably some sin of omission in the daily cleaning 
or the working of the pasteuriser allows the entry 
of a few staphylococci which can then multiply 
indefinitely. It may or may not beimportant that staphylo- 
cocci were most abundant in the milk dried in early 
summe1, which is the time when the largest volume of 
liquid milk reaches the factories and when, in consequence, 
the drying plant works a longer stint than usual. The 
longer the run, the greater the likelihood of bacterial 
multiplication to dangerous levels in the balance tank. 

It would be unwise to make too much of the risks 
revealed by these accurate and elegant investigations. 
Many hundreds of gallons of reconstituted spray-dried 
milk are given to children, and the recorded accidents 
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are less than a dozen. “The prac tical measures to prevent 
such accidents in the future must remain the responsibility 
of those who dry the milk. It is probable that small 
changes in design or operation will do all that is necessary. 
The detection of staphylococcal enterotoxin is impractic- 
able as a routine measure ; and we must rely substantially 
on the good sense of the manufacturers. 


CSOPHAGITIS 


(EsopuaGitis has aroused interest because of its 
association with hiatus hernia, and the two conditions 
have become so closely linked in our minds that we 
may be misled into believing that cesophagitis is always 
associated with gastric hernia ; and Lodge! has shown 
this is not so. There is the question of cart and horse, 
for esophagitis, leading to shortening of the esophagus, 
can draw the stomach up into the thorax, and it may 
be hard to decide in a late case whether hernia preceded 
cesophagitis or vice versa. Peters ? has studied 116 cases 
of esophagitis selected from 20,000 necropsies ; slight and 
doubtful lesions and those not due to peptic digestion 
were excluded. After analysing the clinical and patholo- 
gical records, he found that, though the causes were often 
multiple, in 66-3°% the trouble was largely due to factors 
outside the cardia or hiatus which upset the mechanism 
responsible for closure of the cardia. Repeated vomiting 
(from pyloric stenosis or pregnancy, for example) and 
increased intra-abdominal pressure (from such causes as 
obesity, ascites, and pregnancy*) may be the start of 
persistent inflammation. Acquired hiatus hernia and 
congenital enlargement of the hiatus accounted for 
another 20-3% of cases. These observations are important 
surgically since they emphasise that correction of the 
hiatus hernia will not necessarily relieve an associated 
cesophagitis. 

From the Mayo Clinic, Schmidt * gives warning against 
operations involving the cardia, such as csophago- 
gastrostomy for cardiospasm or stricture, or a similar 
anastomosis following excision of a lower csophageal 
growth ; for csophageal ulceration ensues in a high 
proportion of cases. Experience at the Lahey Clinic 5 
has also shown that resection of the lower wsophagus 
and cardia for chronic cesophageal stricture, or for mega- 
cesophagus, is disappointing because of subsequent 
recurrent ulceration ; an associated operation to drain 
the stomach, such as pyloroplasty or gastrojejunostomy, 
has been advised.. Nevertheless, Neuman and Ellis ® 
have shown experimentally that these operations do not 
reduce the incidence of msophagitis after msophago- 
gastrostomy in dogs, and that the condition can be 
controlled only when the acid-bearing area of the stomach 
is removed by pylorectomy. Thus, Wells and Johnston,’ 
recognising the failures after repair of hiatus hernia 
undertaken to relieve symptoms of associated esophagitis, 
have performed partial gastrectomy not only to ensure 
drainage away, from an incompetent cardia but also to 
reduce gastric secretion. This procedure defeated its 
ends in 2 of their patients; for wsophagitis persisted 
because of the regurgitation of bile, and they now also 
divert the duodenal secretions with a Roux-en-Y 
anastomosis. Whether this technique will introduce 
further complications, such as anastomotic or jejunal 
ulceration (as the vagus nerves are also divided, this 
may be avoided) or steatorrhea, remains to be seen ; 
Wells and Johnston have met no such difficulties in 
12 patients treated so far. Their method seems to be 
a reasonable surgical answer to the otherwise intractable 
problems of esophagitis without hiatus hernia and the 
shortened cesophagus which prevents the reduction of a 
hiatus hernia. 

1, Lodge, K. V. J. Path. Bact. 1955, a 17. 
2. Peters, P.M. Thoraz, 1955, 10, 269 


2 o Fi 

3. Wells, C., Johnston, J. H. Lancet, 1955, i, 937. 
4. Schmidt, H. W. Arch. —™ Med. 1955, 96, 717. 
5 

6 


5. Boyd, D. P. Tye, Bit? 
. Neuman, H. W lis, . H. J. thorac. Surg. 1954, 28, 291. 
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Special Articles 


NATIONAL HEALTH SERVICE 
Recommendations of the Guillebaud Committee 


In May, 1953, the Health Ministers appointed a 
committee : 

“* To review the present and prospective cost of the National 
Health Service ; to suggest means, whether by modifications 
in organisation or otherwise, of ensuring the most effective 
control and efficient use of such Exchequer funds as may be 
made available; to advise how, in view of the burdens on 
the Exchequer, a rising charge upon it can be avoided while 
providing for the maintenance of an adequate Service; and 
to make recommendations.” 


The chairman was Mr. C. W. Guillebaud (now reader in 
economics in the University of Cambridge), and the 
members Mr. J. W. Cook, F.R.S. (principal of the 
University of the South West), Miss Anne Godwin (a 
member of the council of the Trades Union Congress), 
Sir John Maude (formerly secretary to the Ministry of 
Health), and Sir Geoffrey Vickers, v.c. (treasurer of the 
Medical Research Council). All these have signed the 
report published last week,! but reservations are appended 
by Miss Godwin and Sir John Maude. 


Cost of the Service 

In reviewing the present and prospective cost of the 
service the committee have made use of a memorandum 
prepared at their request by Prof. R. M. Titmuss and 
Mr. Brian Abel-Smith, PH.D. Summarising this in our 
last issue, Dr. Abel-Smith said that the real increase in 
the cost of the N.H.S. since 1949-50 has been negligible 
in view of changes in the population, and that the share 
of the community’s resources used on the service has 
been declining. The committee reproduce the figures 
leading to this conclusion. 


The General Structure 
The committee reject the suggestion that a National 
Board or Corporation should be appointed to administer 
the N.H.S. 


Health Authorities 

Nor do they want to see the health services unified by 
the appointment of statutory ad-hoc health authorities 
which would administer all of them—hospital, practi- 
tioner, and local-authority services. In their view the 
only form of major reorganisation which calls for secious 
discussion is one which would add responsibility for the 
hospital service and/or the executive-council services to 
the present duties of the local health authorities. 

But they do not feel that a convincing case has been 
made out for transferring the hospitals to the local 
authorities. 


““Some form of regional authority will always be required 
for the efficient planning of a national hospital service, and if 
the service were to be managed by the local authorities, Joint 
Boards (or some similar bodies) would be necessary to carry out 
this planning function. The service would then be adminis- 
tered through the Health Departments, Joint Boards, local 
authorities, and presumably hospital managing committees. 
This administrative structure would not be calculated to 
improve the codrdination of the service either at the national 
level or at the officer level; and would simply create new 
problems in the relationship between Joint Boards and local 
authorities. ... Bearing in mind also that some local authorities 
themselves would be reluctant to accept responsibility for the 
hospital service ; that the bulk of the medical profession would 
be opposed to the suggestion ; and that the financial burden 
would be intolerable unless the Exchequer grant were so sub- 


1. Report of the Committee of Enquiry into the Cost of the National 
Health Service. Cmd. 9663. H.M. Stationery Office. 1956. 
Pp. 309. 9s. 
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stantial that it would render local government responsibility 
merely illusory, we feel confident that, whatever the merits of 
the proposal, it is not a practical proposition at the 
present.” 

The proposal that maternity, tuberculosis, chronic-sick, 
and infectious-diseases hospitals should be transferred to 
the local authorities is likewise dismissed, since it would 
disrupt the hospital service. Sir John Maude would 
like to see the work of executive councils given to the 
local health authorities as a step towards unification. 


General Conclusion 

The committee hold that the structure of the N.H.S. 
was framed broadly on sound lines, and any fundamental 
change would be premature. 


“It is still a very young service and is only beginning to 
grapple with the deeper and wider problems which confront 
it. What is most needed at the present time is the prospect 
of a period of stability, in order that all the various authorities 
and representative bodies can think and plan ahead with the 
knowledge that they will be building on firm foundations. 
Some of the strains and stresses of the National Health 
Service are attributable to the difficulty experienced by many, 
who had grown up under the old system, when called upon to 
operate a service administered on different lines. Longer 
experience of the working of the Service and the gradual 
emergence of a new generation may make comparatively 
simple many things which now appear difficult os imprac- 
ticable. 


An ‘‘ Adequate ’’ Service 


, 


Referring to the word ‘‘ adequate ’’ in their terms of 
reference, the committee point out that the amount of 
the national resources allocated to the N.H.S. must be 
determined by the Government, the development of the 
service being one among many public tasks in which 
objectives and standards must be realistically set and 
adjusted both to means and to needs. As in education, 
the aim must be to provide the best service possible 
within the limits of available resources. 


“If the test of ‘ adequacy’ were that the Service should 
be able to meet every demand which is justifiable on medical 
grounds, then the Service is clearly inadequate now, and very 
considerable additional expenditure (both capital and current) 
would be required to make it so.” 


The Hospital and Specialist Services 


Teaching Hospitals 

One of the dangers of a national hospital system lies 
in uniformity ; and the committee (except Miss Godwin) 
see distinct advantage in preserving the separate 
status of the teaching hospital. They think it would 
be short-sighted now to subordinate these institutions, 
‘‘upon which so much depends for the future develop- 
ment of the service,’ to the regional boards. But they 
emphasise the board of governors’ responsibility for 
coéperating fully with other organisations in the service 
and ‘* for the most efficient and economical management 
within the teaching hospitals themselves.’’ For Scotland 
no change is proposed. 


Powers and Functions of Hospital Authorities 

For administration of a service dealing with more than 
3000 hospitals in England and Wales and some 400 in 
Scotland, two levels of management are considered 
essential. ‘‘ The service undoubtedly requires both 
regional authorities covering areas large enough for 
purposes of planning and general supervision, and also 
group management authorities with responsibility for 
the day-to-day running of the service.’’ It should be 
made clear that regional boards are responsible for 
exercising a general oversight and supervision over the 
administration of the hospital service in their regions ; 
and the Ministy of Health should leave this task to the 
boards and not undertake it over their heads. 
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Prior Approval of Expenditure.—At present regional 
boards and boards of governors have to seek approval 
from the Health Departments for capital works costing 
more than £10,000, and the Health Departments approval 
from the Treasury for capital works costing more than 
£30,000. These limits should be raised to £50,000 and 
£100,000 respectively. 

Appointment of Staff and Establishments.—The existing 
controls over the appointment of consultants and junior 
hospital medical staff in England and Wales should be 
retained, but the controls over other categories of staffing 
establishments should be relaxed as far and as fast as 
possible. The hospital authorities should themselves 
regulaily review their establishments. There were 
reasons why in the early years the Ministry should send 
out its own establishment review teams; but hence- 
forth, responsibility for ensuring economy in the use of 
hospital staff should remain fairly and squarely with 
the regional hospital boards and boards of governors 
—with the proviso that the Boards must seek the 
authority of the Ministry for any additional consultant 
appointments. 


Medical Consultation at Regional Level 

The committee have little doubt that the medical 
profession would welcome the appointment of statutory 
medical advisory councils in all regions; but they see 
objections. Taking these together there is sufficient weight 
in them to deter the committee from recommending the 
establishment of statutory medical advisory councils for 
all regional hospital boards. But they urge all boards to 
review their arrangements for joint consultation with 
the medical profession, and to consider whether medical 
consultative committees could with advantage be set up 
at regional level to ensure that decisions on medical 
matters of wide general import are not taken without 
proper consultation with those who will be affected. 


Circulars 

The committee do no more than recommend that the 
Health Departments should keep the number of directions 
to a minimum. 

They do not ask the Ministry to adopt the Scottish practice 
and in future issue circulars only to regional boards and 
boards of governors—never direct to management com- 
mittees. They think this would put the regional boards to a 
lot of unnecessary work which would increase the cost 
of the service without necessarily increasing its efficiency. 
Regions and Groups 

Any extensive rearrangement of regional boundaries, 
or the creation of new regions would, it is felt, be wasteful 
and undesirable. 

As for hospital groupings, the committee would like 
the larger groups to be broken down. Where this cannot 
be done, the management committee should delegate 
more responsibility to the hospital secretaries in the group, 
or should strengthen the position of some of its house 
committees. This, however, should be quite exceptional. 
House committees are doing excellent work ; but-in the 
ideal hospital group there is insufficient room for two 
bodies (management committee and house-committee) 
with executive and spending powers. 

The committee think it preferable for mental hospitals 
and mental-deficiency institutions to be managed 
separately and not in combination with one or more 
general hospitals. 


Commitiee Work 

There is a real danger of the administrative side of the 
N.H.S. getting bogged down in a morass of committees. 
Any unnecessary committee work is an unmixed evil. 

** Accordingly we recommend that all Management Com- 
mittees and Boards of Management should now review their 
arrangements with the aim of simplifying their committee 
structure and reducing the volume of work, for example, 
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by increased delegation of authority to responsible administra- 
tive officers. We are confident that this delegation would be 
facilitated if the hospital secretary were given a higher 
status in hospital administration and if the post of hospital 
secretary were to become a normal starting point to a hospital 
administrative career at group or regional level.” 


Appointment of Boards 

The committee hold that the Health Minister must 
reserve the sole right to decide who shall be appointed 
to the regional boards. He could not accept an 
arrangement which would bind him to accept the 
nominations of the outside bodies concerned. 


Medical Membership of Boards and Committees 

Should doctors serve on administrative bodies ? 
The committee are against exclusion of doctors. But 
they were surprised to find that in one board the 
proportion of medical members has reached 42%, and 
they think that, unless circumstances are quite unusual, 
it should not exceed 25%. 


Current Expenditure 

Rewards for Efficient and Economical Management.— 
Direct financial rewards for underspendings could not be 
made to one management committee in a region without 
injustice to others which have budgeted closely and spent 
up to the limit of their estimates. 

Block Grants.—The weight of argument is against the 
adoption of block grants to meet current expenditure in 
the hospital service. The analogy with quinquennial 
grants to universities is not really a valid one, because 
universities have important revenues of their own and 
their grants are truly grants-in-aid. Moreover there is a 
big difference in scale between £25 million a year for 
universities and £320 million for hospitals. 

Unspent Balances.—It has often been argued that, to 
encourage them in economy, hospitals should be allowed 
to carry forward their unspent balances. But the com- 
mittee agree with the Select Committee on Estimates 
(1950-51) when it said : 

‘... the amount of money included in a year’s estimates of 
a hospital authority was not the year’s income of that author- 
ity, but was merely the limit of permission to spend. When a 
saving has been made on an estimate it generally means that 
the authority has found itself able to provide the service in 
question at a lower cost than was allowed for in the estimate ; 
it follows that the Ministry ought not, in the absence of some 
special reason, to approve an estimate in the following year 
for the same purpose and of the same size as before.” 


Capital Expenditure 

‘** Having regard to the advanced degree of obsolescence 
of many hospitals in this country, and to the very large 
arrears of capital expenditure resulting from the virtual 
cessation of hospital building since 1938,”’ the committee 
suggest £30 million a year as a desirable rate of capital 
expenditure at which to aim over the seven years 
succeeding 1957-58. Of this £30 million some 10% 
should be used specifically for revenue-saving schemes. 

The maintenance of assets is of great importance, and 
regional boards should be responsible for ensuring that 
the fabric of the hospitals in their region is being suitably 
maintained. 

Block Grants and Carry-over of Balances.—The argu- 
ments for these are not deemed strong enough to warrant 
a recommendation involving a revolutionary change in 
Government finance. The committee welcome the 
innovation whereby the Health Minister recently 
announced probable capital allocations for three years 
ahead. 


Hospital Costing 

Costing systems should be regarded not as a means of 
imposing restrictions but as a means of ensuring that the 
best value is obtained for money spent. The committee 
think that departmental costing should be started 
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experimentally in a limited number of hospitals. ** Whilst 
we would agree that the subjective accounts must be 
retained at least for the time being, we would suggest 
that their retention be reviewed at a later date.”’ 

“We trust that all concerned with hospital administration 

‘not least the doctors—-will co-operate to the utmost in 
order to make a success of this vital aspect of hospital manage- 
ment. ... We should regard it as unfortunate if opposition to 
the compilation of departmental costs or similar data were to 
be based on the mistaken idea that any conclusions could be 
drawn from these figures as to the professional standards or 
competence of doctors in different hospitals.” 


Voluntary Contributions 

The committee regard it as entirely appropriate that 
appeals for voluntary contributions should continue to 
be made by voluntary bodies (for purposes agreed with 
the hospital concerned) but not by the statutory boards 
or committees. They see no reason why hospitals should 
not (as many now do) spend endowment moneys on 
purposes for which Exchequer money could properly be 
used. ‘‘ It seems to us that the continuance and further 
expansion of voluntary service is one of the surest ways 
of majntaining the essential humanity and vitality of the 
hospital service and preventing the development of that 
enemy of human welfare—institutionalism.”’ 


A Boarding Charge ? 

Having regard to the relatively low yield likely to be 
obtained from a hospital boarding charge (after all the 
probable exemptions have been taken into account), and 
to the practical difficulties, the cost of collecting the 
charge, and the strenuous opposition which would be 
aroused on humanitarian grounds, the committee do not 
advise its introduction. 


Staff 

Administrative Staff.—The committee regret that there 
should still be no provision nationally for recruitment and 
training of hospital administrators and recommend such 
provision as soon as possible. 


Consultants : Whole-time or P rt-time ?—There is, in 
the committee’s view, a valid case under existing condi- 
tions for the retention of part-time consultant appoint- 
ments in addition to whole-time appointments. 


“We consider it very desirable, however, that Regional 
Boards should be free to appoint whole-time consultants in 
cases where it is deemed to be necessary in the interests of 
the service. We trust that joint consultation between Regional 
Boards and the medical consultative committees . . . will lead 
to agreement between the Boards and the medical profession, 
and will prevent the emergence of differences of opinion over 
the conditions of appointment such as have been known to 
occur in the past. 

“We are also of opinion that it is undesirable that the 
financial arrangements relating to the consultant service should 
be such as to provide a financial inducement to a consultant 
to apply for a part-time rather than a whole-time appoint- 
ment.” 


A New Specialist Grade ?—They welcome the suggestion 
that, as part of the reorganisation of hospital medical 
staffing, provision should be made for a new specialist 
grade, below the grade of consultant, which would offer 
a permanent position in the career structure of the 
hospital service. 


The Medical Administrator 

On day-to-day medical administration the committee 
endorse the views of the Committee on Internal Adminis- 
tration of Hospitals (1954). 


This did not favour group medical superintendents, but 
wanted the larger general hospitals to appoint, as part-time 
medical administrator for a few years at a time, a consultant 
in active clinical practice—his appointment to involve no 
loss of salary. Where no such person could be found the work 
could be done by a younger man in a new R.M.O, or R.S.0. 
grade. 
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Amenity Beds and Pay Beds 

The committee accept the provision of pay beds and 
amenity beds—bearing in mind that these represent a 
very small proportion of the total beds in the N.H.S. 
They remark that all hospital beds, whether free or not, 
should be fully used, but they do not suggest any change 
in the calculation of charges for pay beds. It would be 
inadvisable to depart from the principle that ‘* the 
user of a pay bed, having contracted out of the free 
hospital service, should pay the full cost 7 


The Family Doctor 


Doctor and Patient 

The committee are inclined to agree with the Cohen 
Committee on General Practice (1954) that in general the 
N.H.S. has not disturbed the doctor-patient relationship. 


Drugs ; 

They are against the introduction ‘at the present 
time ’’ of a limited list of drugs prescribable in the N.H.S. 
But every effort should continue to be made to keep 
doctors informed about the cost of prescribing generally. 
The advantages obtainable from full pricing of prescrip- 
tions are unlikely to be worth the cost. Nor do the com- 
mittee favour the reintroduction of a returnable cash 
deposit for containers. 


Central Register of N.H.S. Patients 

The existing Central Register is inadequate, and a 
central alphabetical index appears desirable for the sake 
of efficiency, economy, and equity. 


4 


The Family Doctor and the Hospital 
The committee associate themselves with 
previous recommendations : 


yarious 


Practitioners should have at their disposal hospital beds 
where they can retain responsibility for their patients. They 
should be encouraged to do part-time work as clinical assis- 
tants and in the normal hospital grades. Diagnostic facilities 
(particularly radiological and pathological) should be directly 
available to them wherever possible. The réle of the out- 
patient department should in the main be consultative. The 
general hospital should be a centre of medical endeavour 
where the practitioners have right of entry and can meet their 
hospital colleagues on terms of equality. 


Concerned, as they are, with the efficient and economical 
operation of the N.H.S., the committee say : 


‘It is desirable that whenever practicable patients should 
be treated in their own homes by the general practitioner and 
the local health services, instead of being admitted to hospital 
where the running costs are so high ; and that when a patient 
is admitted to hospital, he should be discharged at the earliest 
possible date, any necessary follow-up treatment being 
provided either in the hospital outpatient department or at 
home by the general practitioner and the home health services.” 


Dental and Ophthalmic Services 

Dentistry 

After speaking of the “ acute shortage of trained dental 
man-power (which appears to be growing more serious 
each year) ’’ the committee declare that in oral disease 
the opportunities for preventive work are outstanding. 
They hope that the pilot demonstrations of fluoridation 
of water-supplies will be pressed forward, and they urge 
increased research, more dental health education, and 
more efficient dental services for mothers and children. 
They discard a proposal that responsibility for the clinie 
services should be transferred from the local authorities 
to the Health Departments ; but they say that one of 
the lessons of the past seven years is that some balance 
must be kept between remuneration inside and outside 
the clinics. Having pointed out that there seems to be a 
prima-facie case for employing dental ancillaries, they 
remark that, whatever is done, we cannot hope for 
an expansion of the service sufficient to meet all 
needs. 
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They doubt whether the work of the Dental Estimates 
Boards could be done in ways less expensive in money or 
man-power. 


A Comprehensive Hospital Eye Service ? 

There is certainly scope for some further development 
of the hospital eye service ; but the weight of evidence 
is against abolishing the supplementary ophthalmic 
service and substituting a comprehensive hospital service. 


Charges to Patients 


The committee’s rejection of a boarding charge for 
hospital patients has already been mentioned. Similarly 
in the practitioner and local-authority services they do 
not advocate new charges. (Miss Godwin would abolish 
existing charges.) 


Charges for Dentures.—The present charges should be 
retained so long as there are not enough dentists to meet 
potential demands. 

Charges for Dental Treatment.—These seem to be impeding 
a number of people from using the general dental service ; 
and the reduction of their incidence should have the highest 
priority when resources become available. Meanwhile the 
committee strongly favour the proposal that if financial 
conditions permit, ‘ the dental treatment charge should be 
refunded to patients who have received comprehensive treat- 
ment, been made dentally fit, and have sought treatment 
within a specified period of time (say, once every 12 months).” 
This would enable people to contract (as it were) into a free 
service and would make an effective contribution to prevention. 

Charges for Spectacles. —It seems that these form a barrier 
to a proportion of the people who need to make use of the 
service; and priority (second only to adjustment of the 
dental-treatment charge) should be given to a substantial 
reduction. 

The Shilling Prescription Charge.—Removal of this charge 
would not, at present, improve the working of the service to 
an extent commensurate with the cost. 


Local Health Authorities 


In the best interests of local government, the cost of 
local health services should be shared equally, as at 
present, between the local rates and the Exchequer. But 
the committee think that the lack of any Exchequer 
grant towards the running costs of residential accommo- 
dation for the aged ‘* will become increasingly an obstacle 
to the smooth development of the hospital and local- 
authority services’? and may ultimately distort the 
pattern of the N.H.S. 


Hence they recommend that, as soon as circumstances 
permit, the existing Exchequer subsidy towards the cost of 
new residential accommodation under the National Assistance 
Act be abolished, and that instead the net expenditure (both 
capital and current) incurred in providing all residential 
accommodation of this type should attract a 50% Exchequer 
grant. In return, the Health Ministers could require local 
welfare authorities to develop their services on a scale com- 
mensurate with the needs. 


Prevention 

So far as the N.H.S. vote is concerned, the committee 
‘* know of no wide fields on which large sums of money 
might now be spent so as to bring the preventive services 
more into line with the curative services : 

*“ . . those who have criticised the Health Service for 
spending far too much on disease and far too little on preven- 
tion have tended to overstate their case. It is true that a 
number of preventive health measures could be initiated, with 
advantage, outside the National Health Service, one of the 
most important of which might be the elimination of air 
pollution. It is true also that some of these measures might 
cost a great deal of money.” 


Within the health service, however, they would like to 
see special attention given to (1) development of the 
home health services, (2) inquiries ‘* designed to reveal 
the broad fields in which preventive medicine might be 
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extended profitably,’ 
pody service. 


and (3) development of the chiro- 


Maternity and Child-welfare Services 

The maternity services are in a state of some confusion 
and their organisation should be reviewed soon. New 
thought is needed as to the réles of the local-authority 
clinic, the practitioner, and the outpatient department. 


Care of the Aged 

The committee agree with those who say that it is the 
‘‘ inadequacy’? of the services, and not the form of 
administrative organisation, which is the root cause of 
the problems now arising in the care of the aged. It is 
perhaps this inadequacy that has led some to advocate 
‘* half-way houses ”’ to fill the gap between local-authority 
and hospital provision ; and, though they are far from 
criticising the very useful half-way houses set up by 
voluntary organisations and others, the committee do 
not wish the notion to develop that there is a gap that 
can be filled only in this way. 


Ambulances 
This service should not be transferred from the health 
authorities to the hospital authorities. 


Whitley Council Machinery 


Among hospital authorities there is still considerable 
irritation at their not having more discretion to determine 
rates of pay, to reward staff for outstanding efficiency, and 
to make bonus payments to employees for whom there 
is no promotion outlet. But the loss of the autonomy 
formerly enjoyed by hospital authorities in this field is 
an inescapable result of the introduction of a national 
service. The Whitley Council agreements themselves 
need not always be rigid and inflexible, and the com- 
mittee think that they should allow a measure of flexi- 
bility to meet local variations whenever the need arises 

a problem faced and solved by many large-scale under- 
takings. This flexibility, however, should be built into 
the national agreements and not left to the discretion of 
individual managing bodies, who might compete between 
themselves for man-power. 


An Intelligence Service for the N.H.S. 


The Health Departments are advised to set up a 
Research and Statistics Department. This would be 
the Departments’ intelligence branch, working with their 
administrative and medical staff; and it would con- 
stantly search for information which would enable 
administrators to make right decisions for future develop- 
ment. 

Coéperation within the Service 

Coérdination is needed at three levels: (1) centrally ; 
(2) where national policies are applied to local circum- 
stances ; and (3) where individual workers must codperate 
to help a particular patient. The committee put little 
faith in new coordinating machinery: ‘‘in the areas 
where coéperation is still lacking, what is now needed 
more than anything else is a change of heart among those 
concerned, and particularly, we feel, on the part of 
hospitals.”’ Further improvements in coéperation will 
be achieved chiefly at the ‘‘ working level.’’ Besides 
recommending regional boards to review their arrange- 
ments for consulting the medical profession, they propose 
that the medical officer of health or one of his staff should 
have an honorary appointment on the medical staff of 
a hospital, taking charge of outbreaks of infection. 


Final Comment 


‘* Looking to the future, it is clear that there are long- 
term problems of high importance confronting the 
National Health Service, not a few of which can only be 
solved by the medical profession itself ; and which will 
call for all the qualities of statesmanship and adaptability 
that it can command.”’ 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


WHEN the visiting specialist makes a tour of the ward, 
sister and one of the house-surgeons are in close attendance 
and behind comes a staff nurse ssh-sshing any patient 
who dares to so much as breathe noisily. A holy bush 
descends for any doctor and, in a modified degree, for 
matron’s visits. Decorum thus prevails during the 
morning hours, but the noise in a public ward for the 
rest of the day has to be heard to be believed. Con- 
versations are carried on between occupants of beds at 
opposite ends of the ward: probationers retail the latest 
song hits, community singing is popular, and loud-speakers, 
tuned eternally to the light programme, add to the din. 

Many hospitals are built in busy streets. Our local 
infirmary faces a main road, and has a railway shunting- 
yard behind it and a coach station next door. Traffic 
goes on round the clock and I was surprised to find 
that after two wakeful nights I hardly noticed it. The 
regular sounds of the ward were much more disturbing. 
My bed was next to a cupboard with sliding doors which 
seemed to be crashed open and shut about every five 
minutes all night. Screens are rattled about and shut up 
with a bang. Most night-nurses wear shoes that squeak, 
and the bed of one unlucky patient was next to the 
bathroom door. 

Do doctors really believe that, between their visits, 
the ward is so quiet that you could hear a swab drop ? 

* * * 


Now that modern mass-production techniques have 
all but ousted the single-handed preparation of mist., ung., 
and tab. in the little dispensary that once flourished 
in the lee of every doctor’s surgery and chemist’s shop, 
it is, | suppose, old-fashioned to grumble if the names 
of. drugs, as well as the drugs themselves, are mass- 
produced. And that is the prospect before us. According 
to the New York correspondent of the Daily Telegraph 
(Jan. 20) the baffled boffins of a well-known American 
pharmaceutical firm have abandoned their self-appointed 
task of juggling with assorted letters of.the alphabet, 
and turned the whole thing over to an electronic brain. 

Fed on a diet of word-endings ‘‘ found to be common 
in the medical literature of several languages,” this 
machine rejected 22,000 ‘‘ unsuitable combinations,”’ and 
then ** proceeded to coin 40,000 words,” all of a medicinal 
flavour suitable for drug names. Some of the words 
passed by the machine had also to be consigned by the 
human editor to the rejects, for the machine is regrettably 
unable to recognise words that cannot be used in polite 
conversation. 

Some of the successful examples such as starycide, 
platuphyl, cliohacyn—certainly carry a vague souwpcon 
of the pharmacopoeia, though one might be hard put to 
say just why. Certainly they suggest that the heralded 
new electronic age of innocence will be supremely 
untroubled by such outdated questions as the meaning 
of meaning. 

How doth the lowly platuphyl 
Avert the psychic pain 
Of starycidal tendencies 
In cliohacyn’s train... 
* * . 

To me, unlike my fellow peripatetic of Jan. 14, all 
airports are much the same airport—they run so much 
to pattern. Were it not for the name picked out in large 
letters and for striking variations in the temperature 
| should hardly have known in which hemisphere I 
was. True that Frankfiirt had an ornamental lake and 
waterfalls which might look well floodlit. But it was 
maddening to be set down for three-quarters of an hour 
in Istanbul and confined within a sort of compound 
containing only a buffet bar and some inferior toys 
and jewelry. There was a longer, drearier, and stuftier 
wait at Beirut where the Syrian guards seemed to look 
at us with the gravest suspicion. Still perhaps I exaggerate 
international monotony. At Karachi my wife reported 
that she had found two Pakistani gentlemen, lightly 
clad in shorts and _ vests chattering volubly, and 
enjoying their lunch while squatting at ease on the 
floor of the ladies’ lavatory. I admit you wouldn't see 
that in England now. 


[reB. 4, 1956 


Letters to the Editor 


HYPERTROPHIC PULMONARY EMPHYSEMA 


Str,— Your leader of Jan. 7 follows the familiar pattern 
of articles upon this subject. The usual arguments for 
and against its causation by inspiration, expiration, 
coughing, resistance to air-flow, and elasticity (used 
synonymously with elastic tissue) are set out. Then, by 
convention, the greater part of the article deals with the 
various physiological function tests in vogue. 

Your statement that “any hypothesis should take into 
account the almost invariable association of hypertrophic 
emphysema with bronchial diseases such as chronic bronchitis 
or asthma ”’ is misleading. Surely it would have been more 
realistic to have stated that in the ordinary run of post- 
mortem examinations hypertrophic emphysema is almost 
invariably associated with chronic bronchitis. I was unaware 
that there was any particular association between emphysema 
and uncomplicated asthma; indeed, emphysema is an 
unusual finding at necropsy in patients dying from asthma. 

The lethal feature of chronic bronchitis is inflammation 
of the respiratory unit—namely, the primary lobule and 
its associated bronchiole. Repeated infection leads to 
progressive lobular and bronchiolar obliteration by 
fibrous tissue. This throws an added strain upon the 
healthier respiratory units, whose lobules dilate tosoccupy 
the spaces previously taken by lobules which have shrunk 
by fibrosis. This mechanism, supplemented here and there 
by valvular dilatations, leads to alveolar rupture with a 
considerable increase in interlobular ai.-drift—in otber 
words, emphysema. This process is an inevitable conse- 
quence of chronic bronchitis ; and the question of whether 
or not emphysema exists is largely academic, as it 
inevitably does so, provided the chronic bronchitis is 
sufficiently severe and lasts long enough. If physiological 
function tests are to be applied as an adjunct to clinical 
and radiological examination, the most useful in practice 
are oxygen saturation before and after exercise, and 
tests of pulmonary function before and after the admin- 
istration of relaxant drugs when associated bronchospasm 
is suspected. 

On rare occasions, emphysema develops in the absence 
of infection. Little is known of the pathology in these 
cases ; until detailed studies of the distribution and 
state of the bronchioles, lobules, blood-vessels, and 
elastic tissue have been made, any explanation of the 
mechanisms involved is bound to be hypothetical. 


London, W.1. NEVILLE ©. OSWALD. 
A PLATELET FACTOR RESPONSIBLE FOR 


. CLOT RETRACTION 


Sir,—In the course of platelet-transfusion experiments 
in thrombocytopenic patients it was noted that adminis- 
tration of non-viable, preserved platelets, although not 
raising the thrombocyte-count, improved the utilisation 
of prothrombin and the retraction of the clot. This 
observation prompted a search for a constituent of 
platelets with the ability to induce retraction of platelet- 
poor plasma and fibrin clots. Such a factor has been 
postulated by Glanzmann ? and Fonio.* 

Treatment of isolated and thoroughly washed human 
or bovine platelets with 75°% acetone-water v/v or 65% 
ethyl-water v/v mixtures yields an agent which induces 
retraction of a clot of native platelet-free human plasma 
or of purified bovine fibrinogen clotted by thrombin. 
This factor precipitates also in ethyl ether at —20°C. 
The acetone extract may be freed of thromboplastic 
factor by heating at 56°C for two hours, followed by 
storage at —20°C for forty-eight hours. Ethyl-ether 
extracts are free of platelet thromboplastic factor. 

1. Stefanini, M. Unpublished observations, 1955. 


2. Glanzmann, E. Amer. Pediat. 1918, 88, 113. 
3. Fonio, A. Acta hamat. 1952, 8, 363. 
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The platelet-retraction factor (‘‘ retractin ’’) is, thus, 
clearly distinguishable from other constituents of plate- 
lets. It can be also isolated from brain-tissue, and in 
lesser amounts from spleen and liver, but not from 
erythrocytes. It is resistant at 56°C for at least two hours 
and stable indefinitely at -20°C. Studies for the identi- 
fication of the factor, very likely a lipoid substance, are 
in progress. 

Joseph Stanton Memorial 
Laboratories, Saint Elizabeth’s 
Hospital ; and Department of 


SERGIO I. MAGALINI 
Medicine, Tnfts University Medical N teats teats 
School, Boston, Mass., U.S.A. MARIO STEFANINI. 


. 


ELECTRON-MICROSCOPY OF ATHEROMA 

Srr,— Dr. Levene (Jan. 14) asks me what reason I 
have for assuming that the material shown in my letter 
of Dec. 31 is really collagen. 

Collagen is characterised chemically by a specific high 
content of the amino-acid hydroxyproline (13-6%1). The 
hydroxyproline content of other proteins is low ; in fibrin we 
found 0-12%,. 

In whole cornea we found a hydroxyproline content of 
100 
13-6 
Examination of corneal connective tissue by means of the 
electron-microscope shows that it contains—besides cells and 
ground substance—exclusively fibrils as shown in my letter ; 
the fibrils are uniformly thin (300-350A) and have a cross- 
banding of about 220A. Considering this we may safely 
assume that the fibrils in question are in fact collagenous. 

We have made hydroxyproline determinations in aortic 
atheroma in two cases and found values of 4:25 and 4-:26% 
(signifying a collagen content of 31-2 and 31:3%). In an 
unaffected part of one of the aorte under investigation we 
found 2-9% hydroxyproline in the intima and 2-66% in the 
whole wall (corresponding to 21-3 and 19-8% collagen). 


7°1%,? so the collagen content is 7-1 = 52-2%. 


Thus collagen is a substantial component of the aortic 
wall ; piobably the development of atheroma is accom- 
panied by an increase of collagen in the form of unusual 
thin fibrils. 

Microbiological Laboratory, 

University of Amsterdam. 

PROTOPHRENIA 

Sir,—May I thank your correspondents for encouraging 
and helpful criticism. Also, I need a few lines to answer 
Dr. Gellner (Jan. 7); this I do reluctantly and only 
because her strictures, which anyone could refute reading 
the work freshly, were separated by five weeks from my 
paper (Dec. 3). 

Actually in the paper I discussed in detail, which I 
shall not re-state, the only valid objection Dr. Gellner 
raises. This was that, unlike the cases with demonstrable 
organic pathology, the ‘residual’? group among the 
defective children in my series might not have been 
a reliable sample of such cases in general. Dr. Gellner, 
however, advances this with two strange assertions. 


A. VAN DEN Hoorr. 


One is that only feckless parents would seek hospital 
care for an imbecile child if he looks anatomically normal. 
Plainly from this, she knows nothing of the burden such a 
misfortune may bring to a working-class home. A chat with 
an urban doctor, or simply with the parents of children just 
like this at her hospital, might be enlightening for her. 

Her second assertion, which is no less extravagant, is that 
the proportion of my “ residual *’ cases was unduly small. In 
outpatients, she says, “‘ residual ’’ cases outweigh the organic. 
Which outpatients, I wonder? Anyone with experience of 
children so very severely defective as these, all with 1.9.8 
below 50, is aware that the great majcrity present obvious 
organic disease. In fact, I quoted other work to show that my 
proportions tallied with modern findings. 

Oddly enough, most of Dr. Gellner’s long letter is 
devoted to her own theories, which directly contradict 
this statement of hers. Clinical signs of organic disease 
1. ey D. 8S. Nature and Structure of Collagen. London, 

wd. 
2. Hooghwinkel, G. J. M., van den Hooff, A. (In the press.) 
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of the nervous system exist, she declares, in all cases of 
mental defect, ‘* residual ’’ or otherwise, though they are 
only to be found by the esoteric methods of neurological 
examination prescribed in her unpublished papers. I am 
ignorant of these, but having read other letters to the 
medical press from Dr. Gellner I can see why she dis- 
misses my data about emotional adversity being one 
possible cause of mental defect. 

A single child’s case! was enough to convince her 
that defect arises not from inadequacy of the higher 
cerebral centres but from the midbrain. Subsequently,? 3 
she satisfied herself that this was indeed so and, in 
particular, that the vital lesions lay constantly in the 
corpora quadrigemina and the lateral geniculate bodies. 

Medical School, 


University of Otago, 


New Zealand. HAROLD BOURNE. 


HOMOSEXUALITY 


Sir,—It seems to me that Dr. Comfort’s article (Jan. 21) 
is a classical example of pseudo-scientific myopia and that 
he has not the ability to see the picture whole. 

A moral code is a human device for curbing animal 
passions so that man can live in communities and has to 
be learnt by each individual painfully, a fact from which 
Kinsey profited, but did not spot; we are all potential 
thieves, homosexuals, liars, and gluttons. A code is the 
most important single factor in the natural] history of 
man as a gregarious animal. It dominated bis psyche 
long before time was recorded in words. It has tremendous 
survival Value and a society without a code disintegrates, 
a modern example of which is not far distant. To anyone 
who is interested in the method of disintegration in 
times of crisis I recommend Sir Edward Spears’s 
Assignment to Catastrophe. 

Although these codes were formed over the centuries 
to meet. man’s biological needs and necessities, they have 
become integers which have to be accepted whole or not 
at all. The fictitious Raffles, a professional thief but a 
perfect gentleman in other respects, is a psychological 
impossibility. From what was said in Parliament recently 
the case of the missing diplomats affords an example of 
homosexuals who were unreliable in every way, which 
is not to say that homosexuals may not have great 
ability, especially artistic ability. Dr. Comfort gibes at 
the emotional words, phrases, and sentiments in the 
B.M.A. report, but emotion is the very essence of a moral 
code ; if people did not feel emotionally about it it would 
cease to dominate and combine. I wonder whether, 
if somebody stole Dr. Comfort’s personal possessions, he 
would be so nonchalant about that breach of the moral 
code as he appears to be about homosexuality. 

Dr. Comfort adduces the homosexual behaviour of his 
laboratory animals as in some way palliating homosexual 
behaviour in man. He does not mention that throughout 
the mammalian world the young learn largely by imi- 
tating adult behaviour. When he sees no harm in adult 
males indulging in private in mutual masturbation, inter- 
crural intercourse, sodomy, and/or fellatio, the unholy 
quartet which constitute the euphemism homosexuality, 
has he not thought that this behaviour is bound to be 
imitated by many of the young ? 

A very able Departmental Committee have been 
hearing evidence on this subject for nearly a year and will 
soon be reporting. Personally I very much hope that they 
will not recommend any changes in the laws governing 
homosexuality, although I think these laws might be 
implemented with more humanity and common sense. 
I should have thought that it would have been better 
to await their report and not start shouting through 
the keyhole of their retiring-room ; but as you have 
allowed Dr. Comfort to do so I hope you will let me 

1. Gellner, L. Lancet, 1950, i, 881. 


2. Gellner, L. Brit. med. J. 1953, i, 936. 
3. Gellner, L. Ibid, ii, 392. 
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express My opinion that his point of view is superficial, 
irresponsible, rather superior, and lacking in perception. 
Beckley, Rye, Sussex. C. G. LEAROYD. 


Sir,—Dr. Comfort attributes the legal attitude to 
homosexuality largely to emotion, but is it not due to 
the legal respect for custom ? The reasons for custom 
may or may not be apparent, or valid. Incest is taboo 
presumably because of a “‘tribal’’ fear of procreating 
poor stock. On this premise, if the fear is groundless 
logical argument against incest fails. Incest between 
consenting adults becomes no more culpable than other 
varieties of sexual relationship between consenting adults. 

I feel sure, however, that the ‘‘ tribe ’’ would maintain 
its taboo on incest without logical explanation. Likewise 
it will maintain its taboo on homosexuality between 
consenting adult males, which may well have social 
consequences that are not obvious. (Even so, the 
feminising effect on the passive partner of such relation- 
ships seems an obvious social evil.) 

Penalties may be savage and defeat their object, 
but let us respect the wisdom of our forefathers. 

Barton-on-Humber, Lines. 8. H. F. Howarp. 


INGUINAL HERNIORRHAPHY 


Str,—I agree with Dr. Robinson (Jan. 7) that the 
** fixed point ’’ has meaning only in the coronal plane. 


In the sagittal plane, as the accompanying figure shows, 
it moves in the way he describes; moreover, it shows the 
representation of the points as a pyramid. I agree, also, 
that as the apex of the pyramid, X, moves anteriorly there 
is a tendency for the gap between the conjoined tendon and 
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inguinal ligament to increase. The radiographs referred to 
by Dr. Robinson provide no information on this point. The 
first film was taken with the abdominal musculature relaxed 
“normally ’’; the second film was taken with the abdominal 
wall drawn backwards by strong contraction. No change was 
detected in the distance between the markers. No film was 
taken with the abdomen “ blown out’’; if one had been 
taken, an increase in the gap between the markers might have 
been seen, because the usual clinical method of “ bringing 
down "’ a small hernia is to make the patient “ blow out ” 
the abdomen with a cough. 

Lastly, I must ask Dr. Robinson how the conjoined 
tendon can contribute to the integrity of the inguinal 
canal except by literally acting as a ‘* shutter’’ in the 
way described by Keith. 

Mr. Forty (Jan. 7) asks for the number of recurrences 
in the group of patients whose ‘‘ markers’’ have 
separated. The answer is: none at present. I agree 
that if the conjoined tendon is pulled off the inguinal 
ligament a sheet of fibrous tissue probably bridges the 
gap. If the declared object of sewing the conjoined 
tendon to the inguinal ligament was to create this 
fibrous sheet no protest would be necessary, provided 
it succeeded ; but as this intention is not usually under- 
stood with this operation, it would appear that the 
surgeon ‘* succeeds ’’ owing to an accidental event, and 
is robbed of his satisfaction thereby. 

With regard to the suture material: in some cases 
catgut was used, in others silk. No nylon was employed. 
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The relative merit of catgut and silk are being tested in 
another investigation, which will mature this year, of 
100 cases followed up for two years. 


Tutnall, near Bromsgrove, 
Worcs. F 


WERTHEIM’S HYSTERECTOMY 

Sir,—I feel that I must reply to certain points raised 
by Mr. Mills (Jan. 14). He refers to the ‘‘ comparative 
unpopularity ’’ of the synchronous combined abdomino- 
vaginal hysterectomy. I do not think that his phraseology 
is quite fair as my colleagues and I have performed over 
fifty of these operations at St. Bartholomew’s and other 
hospitals, and many gynecological surgeons, both foreign 
and British, who have come to watch the operation have 
been impressed with its possibilities. 

Mr. Mills is correct in saying that the operation 
requires an expert theatre staff and team of assistants, and 
I have been fortunate in having a series of first-class 
registrars all of whom have shown themselves most 
competent operators. In my original article I stressed 
that this operation should only be done in a large and 
fully equipped department, and my experience with the 
operation has amply confirmed this. 

The great advantage of the synchronous combined 
operation is that the two surgeons, working together, can 
completely remove the parametrium and _ paracolpos 
without changing the position of the patient’ and, 
although I commend Mr. Mills’s idea of an asynchronous 
combined operation, I do strongly recommend him to 
try the operation as I described it,! when he will appreci- 
ate the superiority of the combined technique. Apart 
from providing a wider dissection, the operation is easier 
and quicker to perform, and he will find the help of his 
nether colleague of inestimable value when dissecting 
the bladder from the parametrium and vagina. 

I would raise, however, one criticism. If Mr. Mills 
starts bis operation from below and thereby commits 
himself, he may well find on opening the abdomen that 
it is not feasible to complete the operation—for instance, 
if malignant glands are irremovably fixed to the external 
iliac artery or if the aortic glands are involved. Both 
these complications have occurred in my experience and 
deterred me from further surgical treatment. Our 
practice now is to open the abdomen with the patient in 
the St. Mark’s Hospital position, using the Lloyd-Davies 


S. A. Doran. 


1. Lancet, 1951, i, 872. 
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leg supports. The abdominal and vaginal surgeons do 
this part of the operation together, and it is only when the 
abdominal dissection is sufficiently advanced that the 
vaginal surgeon takes his station below; his part of 
the operation merely occupies the last half-hour of the 
combined proceeding. In this way, the expert assistance 
of the vaginal surgeon is available both above and below. 
The accompanying figure shows the amount of para- 
metrium and paracolpos that we are now removing. 

I do not propose to enter into the controversial subject 
of radiation versus surgery as each case must be assessed 
and treated on its merits. 

Finally, I propose to publish in the near future a survey 
of my first fifty cases which will, I hope, be of some 
encouragement to those surgeons who have performed or 
are contemplating this operation. 


St. Bartholomew’s Hospital, 


London, £.C.1. JOHN HOwkKINs. 


PRODUCTION OF CODEINE 


Sir,—I suggest to Dr. Williams that before he really 
believes what he wrote about codeine (Jan. 21) he asks 
some chronic sufferers from such conditions as osteo- 
arthritis or rheumatoid arthritis which they prefer for 
their pain—tab. codein. co. or aspirin. Also I would 
advise him if he should have a bad cough at night to 
take a dose of linctus codeine co. N.F. for each bout of 
coughing. 

D. 


Luton. R. SNELLGROVE. 


CELIAC DISEASE 


Srr,—In his admirable article 1 Dr. Sheldon has cited 
a case of selective absence of lipase as unique. May 
I correct this statement, and draw attention to the cases 
I have observed?-* and also to those reported by 
MeDougall.® 

Indeed, the condition must be fairly common. It 
is well known that the pancreas is a most sensitive 
organ and that its enzymes may be absent from duodenal 
juice in quite a number of pathological conditions. It is 
also known that the dysfunction is mostly transitory, 
although in some cases it apparently persists for long 
periods or even for life. According to common belief, 
the three pancreatic enzymes are equally involved in the 
dysfunction. In contrast with this, it has been found 
that, while in health a strict parallelism exists in the 
secretion of the three enzymes,*? in pathological conditions 
associated with pancreatic dysfunction there is no 
parallelism, either in rate or in time, between the involve- 
ment of the single enzymes. Lipase appears to be the 
most vulnerable of the three. This enzyme has usually 
been the first to disappear and the last to return to normal, 
whether in infectious fevers, gastro-intestinal disease,* 
the acute toxic form of infantile diarrhwa,® or even 
protein-deficiency disease °'°; and among the reported 
cases of temporary selective deficiency of one enzyme, 
that of lipase appears to be the most usual, especially 
in scarlet fever,’ but also in other conditions.4> 

Permanent absence of trypsin '! and (as Dr. Sheldon 
remarks) of amylase !* has been reported. Of McDougall’s® 
16 cases with reduced activity of lipase alone, 1 took 
fifteen months to recover after the deficiency, probably 
of long standing, had led to symptoms of ceeliac disease. 


It may be assumed that permanent lipase deficiency 
1. Sheldon, W. Lancet, 1955, ii, 1097. 

2. Véghelyi, P. V. Amer. J. Dis. Child. 1947, 74, 45. 

3. Véghelyi, P. V. Pediatrics, 1949, 4, 94, 824. 

4. Véghelyi, P. V. Acta pediat., Stockh. 1948, 36, 438. 

5. McDougall, C. Pediatrics, 1950, 5, 114. 

6. Lagerloef, H. Pancreatic Function and Pancreatic Disease. 


New York, 1942. 
. Véghelyi, P. V. Pediatrics, 1949, 3, 749. 


8. Véghelyi, P. V. Padiat. danub. 1949, 5, 235. 

9. Véghelyi, P. V. Ann. pediat. 1950, 175, 349. 

10. Thompson, M. D., Prowell, H. C. Lancet, 1952, i, 1031. 

11. Farber, S., Shwachman, H., Maddock, C. L. J. clin. Invest. 
1943, 22, 827. 

12. Lowe, C. V., May, C. D. Amer. J. Dis. Child. 1951, 82, 459. 
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may arise in consequence of some condition injurious 
to the pancreas, whether before birth !* or subsequently. 
Ist Department of Peediatrics, 
Budapest University Medical School. 
ANTICOAGULANTS IN A HOT CLIMATE 
Sir,—We have been analysing our figures for patients 
on long-term anticoagulant therapy to see whether we 
could confirm Dr. Tawfic’s claim '4 that patients receiving 
phenylindanedione may bleed more easily during hot 
weather. We had not noticed this tendency and an 
examination of our records does not reveal it. Since such 
an effect might have been masked by our using a smaller 
dose of the drug (‘ Dindevan’) we have calculated the 
maintenance dose required by 10 randomly selected 
patients. 
We aim at a prothrombin index of 40-60%. The 
results (see accompanying table) show no consistent 


P. V. VEGHELYI. 


AVERAGE DAILY DOSES (MG.) OF PHENYLINDANEDIONE AND 
MEAN DAILY ENVIRONMENTAL TEMPERATURES (°c) 


Jan., March, May, July, Sept., Nov., 
Feb. April June Aug. Oct. Dee. 
Temp.(°C)* 21-4 19-0 14°6 12-4 14°8 18-7 
Case no: 
1 125 130 135 135 130 | 135 
2 105 70 72-5 67 67°5 67° 
3 150 112°5 137°5 145 147°5 150 
4 55 50 50 50 45 45 
5 70 70 70 70 67-5 70 
6 155 155 155 150 152°5 152°5 
7 95 95 80 87°5 92°5 97-5 
8 135 130 130 130 130 130 
9 115 115 115 115 120 | 125 
10 120 115 115 115 115 115 
*Shade readings: calculated from figures midway between 


maximum and minimum in the twenty-four hours. 
alteration in relation to the mean average daily tempera- 
ture. The Egyptian summer is warmer than our own, 
but from our observations it would appear that moderate 
heat does not affect the dose of phenylindanedione 
which is required for ‘‘ long-term ’’ maintenance anti- 
coagulant therapy. 
C. MERSKEY 


Department of Medicine, . \ . 
a wp Smeg ELIZABETH SCHOLT2. 


University of Cape Town. 


CORONARY-ARTERY DISEASE 


Sir,—It is difficult to assess the real weight of the 
arguments of Dr. Bronte-Stewart and his associates at 
Cape Town University (Jan. 14) before fuller details are 
known of their very interesting, and apparently most 
valuable, findings. 

It will be particularly important to know (a) the age of the 
volunteers, and (6) the time-lag between the ingestion of the 
experimental foods and the testing of the cholesserol content 
of ths blood. Regarding (a), it is well known that the 
susceptibility of the cholesterol content of the blood to 
dietetic factors yaries with age, being very low during the 
first three decades of life, and then increasing with each 
further decade. Regarding (6), we know that cholesterol in 
the human body is rapidly broken down and easily synthesised 
within quite a short time. 

But even after clearing up these points, there would 
still be no absolute proof that it is, as they assert, the 
high content of unsaturated fatty acid contained in the 
germ of wheat and maize, and not the vitamin E, which 
is the decisive factor operating against coronary-artery 
disease, because all chemically untreated vegetable oils 
do contain in varying degrees natural tocopherols— 
i.e., vitamin E—with their known biological activity. 
Nothing but complete elimination of the tocopherols 
from the vegetable oils before ingestion could sub- 
stantiate their view. Their finding that ground-nut oil 
fed in hydrogenated form produced a prompt rise in the 
serum-cholesterol level not only fails to support that 


13. Véghelyi, P. V., Kemény, T. T., S6s, J. Ibid, 1955, 90, 28. 
14. Tawfic, A. Lancet, 1955, ii, 984. 
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view, but in fect supports my own contention; the 
extreme sensitivity of tocopherols to various physico- 
chemical processes, with consequent loss of Liological 
activity, was demonstrated at the third International 
Congress on Vitamin E by several speakers in September 
last. 

Apart from this divergence of opinion, I endorse whole- 
heartedly the authors’ view that the serum-cholesterol 
level is not the only, let alone the decisive, factor in the 
incidence of coronary heart-disease. There can be little 
doubt that the whole blood ‘ chemo-cosmos,’’ so to 
speak, conditioned by the total food intake and the 
various digestive enzymes, among other factors, has an 
important réle. 

London, W.1. L. SCHMIDT. 


Parliament 


Guillebaud Report 


IN announcing the publication of this report on 
Jan. 25, Mr. TurtTON, the Minister of Health, said that 
its main conclusion was that it would be premature 
at this point to make any fundamental alteration in the 
structure of the National Health Service. In the com- 
mittee’s view what was most needed at present was the 
prospect of a period of stability so that the authorities 
and representative bodies could think and plan ahead 
with the knowledge that they would be building on 
firm foundations. The committee specifically indicated 
their support, by and large, of the main administrative 
features of the services, including, for example, the 
present method of making Exchequer money available 
for the hospital service. With the committee’s general 
conclusion and approach on these matters the Govern- 
ment were in agreement. 

The committee pointed out that the aim must be to 
provide the best service possible within the limits of the 
available resources ; and that it must be for the Govern- 
ment to determine as a matter of policy how much of the 
national resources, in terms of finance, man-power, and 
materials, could be made available for the health service, 
regard being had to the competing claims of other social 
services and national commitments. 

The committee’s recommendations on organisation and 
management of the service included a recommendation 
on the desirable rate of capital expenditure in the hos- 
pital service. The Government decided some time ago 
that the present level of expenditure should be increased 
in the years up to 1957-58. The committee proposed 
that, after that, if the resources could then be made 
available, £30 million annually would be a desirable level 
at which to aim over the seven succeeding years. 

The committee further recommended that when 
financial circumstances permitted, the existing Exchequer 
grant towards the capital cost of providing residential 
accommodation for the aged should be replaced by a 
50% grant on the net total expenditure of local authorities 
on such accommodation. This proposal would involve 
legislation and would also require consideration in the 
wider context of the relation of local-government finance 
with the Exchequer. There were a number of recom- 
mendations either for continuation or for development 
of measures already in hand or contemplated or for 
detailed adjustments in the present | arrangements. 
These recommendations would require careful considera- 
tion. He must, moreover, make it clear that in view of 
the economic situation the Government could not 
undertake any additional financial commitments in 
respect of the health services at present. 

The committee’s final comment included a _ tribute 
to the service’s record of performance and a finding 
that any charge of widespread extravagance had not 
been borne out by the evidence. 

Mr. ARTHUR WoopBuRN asked whether the Government 
were bearing in mind that real economy would come when 
the hospitals could be made more efficient by new capital 
expenditure. A great deal of waste arose from the use of old 


buildings and appliances and the difficulties experienced 
by doctors and nurses in carrying on their work. He hoped 
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that the Government would realise that cutting down capital 
expenditure was not necessarily the way to secure economy 
and that it might be better to spend a little more money 
now in order to save over the years. In examining the report 
he hoped that the Minister would not close his mind to 
further expenditure if that was necessary to restore sick 
people to work. Mr. Turton :° The Government appreciate 
those points. That is why in the programme for 1956-57 
and for 1957-58 there is provision for plant replacement. 
Dr. BARNETT Stross: May we interpret what the Minister has 
said as meaning that as soon as there is an acknowledged 
improvement in the economic situation of our country the 
essential recommendations in this valuable report will be 
given the highest priority ? Mr. Turton: First we must 
study this report and I must have consultations with the 
local health authorities on many of its detailed recommenda- 
tions. Until that has been done it would be wrong for me to 
make any commitment. 


QUESTION TIME 
Ban on Heroin 


Replying to questions, Major Gwitym LLoyp-GEoRGE, the 
Home Secretary, said the Government’s aim in deciding to 
ban the manufacture of heroin was to coéperate in a wide- 
spread international effort, to which more than 50 countries 
had subscribed, to hélp to eliminate the abuse of the drug in 
various parts of the world. Before reaching the decision the 
Government had taken the advice of the statutory advisory 
bodies, namely the standing medical advisory commiftees in 
England and Wales and in Scotland. The Government had, 
however, been advised that it was not possible under the 
present law of this country to prohibit the manufacture of 
heroin. There was no similar legal obstacle in the way of 
prohibiting the export and import of heroin, and the Govern- 
ment had accordingly decided to prohibit entirely as from 
Jan. 1 exports of this drug to countries outside the British 
Islands, except for such small amounts as might be necessary 
for scientific purposes only, and allimports. The Government 
had decided to restrict the manufacture of heroin in this 
country to the quantities actually required for home medical 
consumption and scientific use. 

Mr, Hue GaitTsKELL: Is this a permanent decision about 
manufacture ? Was not astatement made by the Government 
that they proposed to allow manufacture, though not export, 
for twelve months ? Does this latest decision mean that 
manufact ture is to be permanently permitted ?—Major Lioyp 
GerorGE : The term of the licence is for twelve months in every 
instance,  Gaea there is a clause which enables it to be 
cut short. Twelve months is the normal period of the licence. 
The Government will not at present go beyond this period 
as the licence itself is valid for twelve months. We are in 
touch with the Medical Research Council to ascertain the 
feasibility of developing the other substitutes. 





Public Health 


Influenza in Glasgow 


SEROLOGICAL evidence of infection by type-A influenza 
virus has been obtained in 7 cases in Glasgow. The 
illnesses began between Dec. 14 and Dec. 3 5 were 
cases of suspected influenza seen in general practice. 
Two strains of type-A virus have been isolated from 
infants with pneumonia. 


England and Wales in 1955 


Provisional figures for England and Wales for 1955 
were recently published.by the Registrar-General.' 
The birth-rate was 15-0 per 1000 population; in 1954 
it was 15-2 and in 1953, 15-5. The death-rate was 11-7 per 
1000 population, compared with 11-3 in 1954 and 11-4 in 
1953. The infant-mortality rate of 24-9 per 1000 related 
live births was the lowest annual rate ever recorded 
in this country. It compares with 25-4 in 1954, 26-8 in 
1953, 27-6 in 1952, and 52-8 in 1938. The stillbirth- 
rate was 23-1 per 1000 total live and stillbirths; this 
was lower than the rate for 1954 (23-5) but higher than 
the rates for 1953 (22-5) and 1952 (22-7). 

1. The Registrar-General’s Weekly Return for England and Wales 


for the week ended Jan. 14, 1956. H.M. Stationery Office. 
Pp. 20. 1s. 3d. 
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Notes and News 


WORLD HEALTH ORGANISATION 


Tue 17th session of the Executive Board of the World 
Health Organisation opened at Geneva on Jan. 17 under the 
‘hairmanship of Dr. Sabeeh Al-Wahbi, director of Karkh 
Hospital, Bagdad, Iraq, who in his opening address quoted 
an Arab proverb, “ there are two forgotten blessings, health 
and security,” ard said that W.H.O. had the duty of helping 
the world achieve these two blessings. 

Dr. Nicolai Khmelev, deputy minister of health of the 
Soviet Union, announced his country’s decision to resume 
active participation in W.H.O., a decision which the board 
welcomed warmly. The Soviet Union withdrew from W.H.O. 
in 1949; but, because the Organisation’s constitution does 
not provide for a country’s withdrawal, the Soviet Union and 
eight countries which took similar action were considered 
‘inactive members.” 


BRITISH JOURNAL OF TUBERCULOSIS AND 
DISEASES OF THE CHEST 


To celebrate the 50th anniversary of this journal, Messrs. 
Bailli¢re, Tindall, & Cox, the publishers, arranged a dinner 
which was held in London on Jan. 24. Sir Robert Young 
said that it had required great courage and vision on the part 
of the first editor, T. N. Kelynack, and the publishers to 
start a journal in a special field in 1906, when specialisation 
was at a very early stage of evolution. But from the first 
number the journal was approved and supported by the 
chief specialists in tuberculosis and by the masters of medicine 
of the time. After 27 years Kelynack was followed as editor by 
Lancelot Burrell whose early death was a great loss to the 
journal. Clifford Hoyle, succeeding him, had recognised that 
its scope should be enlarged to include other diseases of the 
chest. All these had maintained the critical and philosophical 
character of the publication, and the writings of the present 
editor, Philip Ellman, showed a critical faculty and wide 
perspective, which, with his experience of chest diseases— 
clinical, pathological, and administrative—and his great 
entbusiasm and industry, contributed to the success of the 
journal. As long ago as 1931 Dr. Ellman had suggested the 
reorganisation of the tuberculosis dispensaries into chest 
clinies, enlarging their scope and usefulness, and these 
suggestions had been carried out 17 years later. Dr. Philip 
Ellman, responding from the chair, welcomed the guests, 
who included Sir Russell Brain, p.R.c.p., Mr. Charles Read, 
P.R.C.0.G., Sir Clement Price-Thomas (representing the Royal 
College of Surgeons), Dr. G. F. Abercrombie (chairman of 
council of the College of General Practitioners), Dr. W. E. 
Snell (president of the Tuberculosis Association), Dr. J. L. 
Livingstone (president of the Thoracic Society), Dr. Hugh 
Clegg (editor of the British Medical Journal), Sir Heneage 
Ogilvie (editor of the Practitioner), Dr. J. G. Scadding and 
Mr. Norman Barrett (editors of Thorax), and Lord Moran. 

Sir John Charles (chief medical officer of the Ministry of 
Health), proposing the toast of Medical Journalism, said 
that throughout the 50 years of the British Journal of Tuber- 
culosis medical journalism had been the tried and trusted 
recording angel of the achievements of the profession: it 
had given outstanding service in recording those facts as they 
appeared to the contemporary eye and understanding, and 
in the production and propagation of ideas. This constituted 
a responsibility, a charge, and a challenge which had been 
accepted with good humour and success. The integrity of 
British medical journalism, the allegiance of its members to the 
highest ideals of the two professions, had been in accordance 
with the Hippocratic canon and a model to the world. 
Dr. T. F. Fox (editor of The Lancet) compared medical 
journals to gardens, in which the workers might be many or 
few, whole-time, part-time, or jobbing. He expressed admira- 
tion for the clinicians, pathologists, and others who give so 
much of their time and of themselves, to such work. Their 
labours too often went unregarded or were taken for granted, 
but they were in fact the greater part of medical journalism. 
Mr. R. F. West (chairman of the publishers) said that the 
journal had had two parents—Dr. Kelynack and Mr, A. A. 
Tindall, who was present at the dinner. From Dr. Hoyle, 
who had borne the heat and burden of the day through the 
war, Dr. Ellman had received a goodly heritage, but to an 
illustrious series of editors he had added lustre. Never, surely, 
had so much been accomplished in 50 years as in the world 
of medicine in the lifetime of the journal. 
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DIDCOT RAILWAY DISASTER 

AT a meeting of the Devon and Exeter Medico-Chirurgical 
Society on Jan. 19, Mr. R. M. C. Robbins spoke of the lessons 
learnt from the Didcot Railway Disaster. 7 people were 
killed at once; 2 more died of multiple injuries soon after 
admission to hospital; and 1 man died on the way there, 
from a ruptured pancreas and spleen. Of the 54 casualties 
admitted to the Radcliffe Infirmary, 20 had head injuries 
(5 major ones), 2 had severe chest injuries (1 with a fractured 
pelvis and the other with a dislocated hip), and 2 had moderate 
chest injuries. One patient had a crushed leg, and several 
others also had compound fractures. The remainder had 
minor fractures or lacerations. There were no burns or 
abdominal injuries among them. One woman died of a 
massive pulmonary embolus five weeks after the accident. 
In the case of the patient with the crushed leg. gangrene 
necessitated amputation. Incidentaily discovered during 
examination in hospital were 2 cases of pulmonary tuberculosis, 
1 of diabetes mellitus, and 1 of leucoplakia of the cervix. 

Within an hour of the accident the first batch of 15 casualties 
was arriving at the hospital, where all possible patients had 
been discharged and admissions cancelled. Reception space 
was found in the casualty department and outpatient hall. 
When all 54 casualties had been admitted there were still 50 
empty beds available. Two theatres were immediately ready 
for use. Almost the entire hospital staff reported for, or 
remained on, duty. The organisation worked smoothly, and 
the emergency was all dealt with in twelve hours. Mr. 
Robbins had only one serious criticism : owing to congestion, 
information was difficult to come by on the telephone. A 
police radio-car at the site of the accident in direct communi- 
cation with another car at the hospital would have provided 
a much more efficient information service. 





University of London : 

The title of reader in anatomy has been conferred on 
Dr. D. H. L. Evans in respect of the post held by him at 
University College, and the title of reader in anatomy on 
Mr. D. A. Sholl, B.sc., in respect of the post held by him at 
University College. 


Royal College of Obstetricians and Gynecologists 

A meeting of the council was held on Jan. 28 with Mr. Charles 
Read, the president, in the chair. 

L. M. Jacks was admitted to the membership in absentia. 
The following were elected to the membership : 


BK. A. Agius, D. G. Bonham, Reginald Bowman, R. J. M. Byrne. 
J. K. Craig, C. A. Cussen, R. P. De Bond, R. R. Elvidge, L. A. J. 
ares. Jack Eyton-Jones, Cc. O. Fung-Kee-Fung, J. G. Furber, 

H. Gol, Anne L. M. Graham, Winifred J. A. Graham, R. G. 
i F. W. Hossack, Anna R. Kemp, Edward Lacy, J. D. 
Llewellyn- Jota ‘/. ©. B. Malloch, John ee’ § M. D. Manion, 
Brian Moasdey, R. A? Nel, J. P. O'Neill, M. Parkin, H. 
Reiss, I Relf, Vreda M. Roberts, Ss. B. Itobertson, A. W. Russe nl. 
Jean M. "Sharpe, P. F. Venter, F. C. Wilkinson, L. M. Wolf. 

Dr. Rhoda Allison of Leeds has been ches the Edgar 
Gentulli scholarship. 


Royal Appointment 

Prof. I. G. W. Hill, has been appointed an honorary 
physician to the Queen in Scotland, in place of Dr. A. Greig 
Anderson, who has resigned. 


Royal Society of*Health 

On Wednesday, Feb. 15, Dr. Arnold Brown will speak on 
the Contribution of the Medical Officer of Health towards 
Industrial Health; and on Wednesday, March 14, Dr. 
Kenneth Soddy will open a discussion on the Prevention of 
Break-up of Families. Both meetings will be held at 2.30 P.M. 
at 90, Buckingham Palace Road, London, 8.W.1. 


M.O.H. for Bristol 

Dr. R. C. Wofinden has been appointed medical officer of 
health for Bristol in succession to Dr. R. H. Parry who has 
retired. Since 1947 Dr. Wofinden has served as deputy 
M.0.H. for the city and as lecturer in preventive medicine in 
the University. 

Dr. Wofinden, who is 41, was educated at Rotherham Grammar 
School, graduated M.B. Lond. with honours in 1937 from St. Mary’s 
Hospital Medical School. Two years later he took his M.D, in State 
medicine and the p.P.H. He has held posts in the public-health 
services of Rotherham and of Bradford. For his investigation into 
problem families in Bristol he was made an honorary life fellow 
of the Eugenics Society. In 1945 he was awarded the diploma of 
public administration of the University of London. Two years ago, 
with a World Health Organisation travelling fellowship, he studied 
health and welfare services in Holland and Scandinavia. 
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Royal College of Physicians of London 


At a comitia of the college held on Jan. 26, with Sir Russell 
Brain, the president, in the chair, Dr. G. E. 8. Ward was 
reappointed external examiner in medicine for the Faculty 
of Radiologists. 

The following, having satisfied the 
elected to the membership : 


Philippe Bauwens, L.n.c.P., T. B. Begg, M.B. Glasg., P. F. Benson, 
M.B. Lond., C. R. Blagg, M.B. Leeds, A. M. Bradfield, M.B. N.z., 
David Burman, M.B. Lond., P. E. Conen, M.B. Lond., J. P. H. 
Davies, M.B. pene, M. F. Dixon, M.B. Lond., A. M. C. Duffus, 
M.B. Abe rd., R. E. Fraser, M.p. Melb., J. R. Golding, B.M. Oxfd, 
David Yon ER M.B. Lond., G. H. Hall, M.B. Lond., squadron- 
leader, R.A.F., H, F. Hamilton, mM.B. Lond., Joseph Hampson, 
M.B. Edin., J. F. Hare, M.B.N.Z., D. L. Hobson, M.B. Sydney, 
B. R. M. Hurt, M.B. Sydney, D. E. Hyams, M.B. Lond., I. C. Isdale, 
7. N.z., W. I. Kenyon, M.B. nes-. A. H. Kitchin, M.B. Edin., 

E. Lennard-Jones, M.B. Camb., R. Lewis, M.B. Sydney, R. D. 
eae M.B. Camb., H. M. C. Mac i M.D. Lond., Om Prakash 
Malhotra, M.B. Punjab, a.M.c., B. L. Marks, M.D. Melb., 
J. 8. Mitchell, M.B. F.R.S., Guru Charan Mookerjee, 
M.B. Calcutta, G. H. Neilson, M.B. Queensland, K. I Nickol, 
Oakley, M.B. Lond., J. R. Rees, M.B. Camb., 
Imrich Sarkany, L.R.c.P., Edulji Rustamji Sethna, M.B. Bombay, 
F. T. Shannon, M.B. N.Z., Man Mohan Singh, M.B. Madras, M. D. 
Sumerling, M.B. Leeds, P. K. Thomas, m.B. Lond., P. A. Zorab, 
M.B. Lond. 


Licences to practise were conferred upon the following who 
have passed the final examination of the Conjoint Board : 


Chimele Usuwa Abengowe, E. S. Ainsworth, Christos Angeli, 
Simon Ardeman, Rosemary R. Ashby, J. D. Atwell, Stanley Austin, 
J. M. Barnes, A. T. Battle, David Beasley, L. C. D. Beregha, D. W. 
Boyd, K. W. Browne, Raymond Carlisle, Lawrence Cohen, F. L. 
Cole, J. G, Cruickshank, J. B. St. C. Cumberbatch, H. J. Davies, 
Anne C. Doulton, P. A. S. Edmonds, Alan Elsworth, G. 8. Flack, 


censors’ board, were 


major, 
Camb., 


M.B. Lond., Celia M. 


Florence P. Forsythe, A. G. Fraser, G. B. Gasson, G. L. Goodwin, 
I. D. Green, R. A. Greenwood, P. D. Griffiths, N. D. Gripper, 


. 8. Henderson, K. T. Hesketh, H. H. Hillman, 

. Illingworth, K. B. Jeyes, 
. Kirkbride, D. J. Llewellyn, 
. Mackenzie, D. M. Maclare n, 

Joan A. Menage 

an, N. V. oe, 

Nichini, N. * 


Mary KE. Hargest, R 
©. BE. A. Holden, A. J. Hosking, J. 
A. J. Jouhar, Donald King-Price, J 

J. A. Lofting, B. C. McDermott, M. B. 

Gerald Maisel, P. B. Martin, Ronald Marx, 
Sadredin Mesbah, D. J. Moorhouse, J. A. Mo 
Morkos Abdel Malak Morkos, G. M. Morris, A. I. E. 
Nicholson, D. H. G. Ogg, Anezionwu Nwankwo Okoro, G. ° 
Onuaguluchi, Pamela D. Osborn, D. A. Packham, D. G. Paskin, 
. Peachey, R. L. V. Pearce, B. N. Pickering, Iris C. Platt, 
uinn, M. C. Rang, F. J. Roberts, R. H. Robinson, Bryan 
Scaife, A. Sewell, Malcolm Sharp, M. C. Sharrard, D. k. 8 Side, 
J. K. Skinner, Leon Sloman, Mary Jane Smal, M. D. B. Stephens. 
P. J. Stiles, A. R. Tanser, Elizabeth Taylor, R. G. Thompson, 
M. 8. Tyrell, A. A. P. Vince, Marguerite A. M. von Bergen, A. C 
Whitmore, J. H. Williams, M. J. Williams, D. J. Willsher, F. D. 
Wilson, P. J. E. Wilson, C, D. Wooding. 


The following diplomas, and those mentioned in our issue 
of Jan. 21 (p. 169), were conferred jointly with the Royal 
College of Surgeons : 


D1IH.—D. M, Evans, F. P. A. Garton, E. R. Gauld, Eric James. 

D.M.R.T.—J. E. weg! Rafael Martinez. 

D.P.d1.—Irene F. A. Blakeney, R. 8. Cooper, M. A. Fernando, 
Betty E. Groves, G. T. B. Mackinnell eg J. G. P. Power, 
Shells 1 M. Robinson, Kwaafo Saakwa-Mante, . Tottle, Matthias 
Leville 


Appointments 


Fox, J. A., M.D. Sheff., D.P.H.: asst. chest physician, Wigan and 


Leigh hospitals and Wrightington Hospital. 


JONES, BARBARA, M.B. Birm., D.OBST.: whole-time asst. patho- 
logist, General Hospital, Nottingham. 

KELLY, L. M., M.B.E., M.B. Lond.: M.o., Ministry of Transport and 
Civil Aviation, Marine Crews division. 

PooLe, G. H. G., M.n. Lond., D. OBST. : deputy M.o.#., Walthamstow. 

roTrLe, J. A., M.B. Lond. + D.P.H.: asst. county M.o., West Herts 
and St. Albans division. 


Appointed Factory Doctors : 
Crort, STANLEY, M.B. Lpool: Rufford, Lancaster. 
Juper, J. S., m.B. Glasg.: Johnstone, Renfrewshire. 
KirKwoop, J. M., M.B. Glasg.: Cheadle, Staffordshire. 
MARSLAND, ALAN, M.B. Manc., D.L.0.: Middleton, Lancaster. 


Birmingham Regional Hospital Board : 

COLLIER, HENRY, M.R.C.S., F.F.A.R.C.8.: Whole-time 
anesthetist, Birmingham (Dudley Road) group. 

JEFFERSON, MICHAEL, D.M. Oxfd, M.R.C.P.: part-time consultant 
neurologist, S. Warwickshire group. 

LecH-LACHOWICZ, Z. S., MED. DIP. Lwow, D.M.R.D.: part-time 
consultant radiologist, West Bromwich and Wolverhampton 
groups. 


consultant 


Colonial Appointments : 

Appy, R. F., M.B. Wales : M.O., 
Hvutrouison, ©. F., M.B. Lond. 
JARDINE, D. E., M.B, Glasg. : M.O., 
MURPHY, MICHAEL, L.R.C.P.: M.O., Uganda. 
Murray, J. G. M., M.B. Edin. : M.o., northern region, 
ROBERTSON, rs Ane Mt MiGs, Tanganyika. 
caress. BK. J .B., M.B. Leeds: M.O., 


northern region, Nigeria. 
‘assistant bacteriologist, Jamaica. 
Tanganyika. 


Nigeria. 


Berlin: M.o., Gold Coast. 


Fij 
Von Hauan, E., M.B. 
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South Pacific health service, 
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The London Hospital 

At one of the London's series of clinical evenings for general 
practitioners on Jan. 25, the subjects were neurological. 
Sir Russell Brain, Dr. R. A. Henson, and Mr. D. W. C. 
Northfield were the hosts. 


William Hyde Award 

The Research Board for the Correlation of Medical Science 
and Physical Education announce that this award has been 
given this year to Dr. Martin Herford for his studies of the 
mental and physical problems of young people leaving school 
and entering industry. 





On Feb. 4 Dr. R. E. Rewell is sailing for Madras where he has been 
appointed a visiting professor under the Colombo plan. He is going 
to set up a postgraduate institute of gynecological and peediatric 
pathology. 


Diary of the Week 


FEB. 5 TO 11 


Monday, 6th 
UNIVERSITY OF LONDON 
5.30 p.m. (University College, Gower Street, W.C.1.) 
K. Alder (Cologne): Diene Synthesis. 
POSTGRADUATE MEDICAL SCHOOL, Ducane Road, London, W.12 
4 p.m. Colonel W. R. M. Drew: Recent Advances in Tropical 
Medicine. 
Tuesday, 7th 
ROYAL COLLEGE OF PuysiciaNns OF LONDON, Pall Mall Eaft, 8.W.1 
5p.mM. Dr. R.S. F. Schilling : Chronic Respiratory Disease "Among 
Cotton and Other Textile Workers. (First of two Milroy 


lectures.) 
ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
W.C.2 


3.45 P.M. Dr. L. M. Franks: Spread of Prostatic Cancer. 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
5.30 p.m. (London School of Hygiene and Tropical Medicine, 
Keppel Street, W.C.1.) Dr. J. F. Stokes: Treatment of 
Hepatic Coma. 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1 
8 p.m. Pathology and Orthopced ics. Mr. A. L. Eyre-Brook, Dr. A.D. 
Thomson, Mr. R. Barnes, Dr. H. A. Sissons: Giant-cell 
Tumour of Bone and Related Conditions. 
Sr. Mary’s HospiraL MEDICAL SCHOOL, Paddi n, W.2 
5 p.m. Dr. R. Magnus Haines: G rnacolngical Pa athology. 


Prof. 


INSTITUTE OF ey Lisle Street 
5.30 P.M ¥ Prof. J. B. Kinmonth : Lymphatics, (Edema, and the 
Skin. 


Wednesday, 8th 
UNIVERSITY OF LONDON 
5.30 p.m. (London School of Hygiene and Tropical Medicine.) 
Prof. Boris Ephrussi (Paris); Nucleus and Cytoplasm in 
Cellular Differentiation. 
ROYAL SOCIETY OF MEDICINE 
4.30 p.m. Physical Medicine. Mr. G. T. Hankey, Mr. C. F. Ballard, 
bs G. O. Storey: Affections of the Temporo-mandibular 
oint. 
INSTITUTE OF DISEASES OF THE CHEST, Brompton, London, 8.W.3 
5 pM. Dr. J. Clifford Hoyle: Duration of Anti-tuberculosis 
Treatment. 
INSTITUTE OF DERMATOLOGY 
5.30 P.M. Dr. R. W. Riddell: Histopathology of Mycotic Diseases. 
St. MARYLEBONE HosPiraL KY PSYCHIATRY AND CHILD GUIDANCE, 
48, Cosway Street 
5PM. Dr. W. E. R. Mons : , re and Fears. 
NOTTINGHAM MEDICO-CHIRURGICAL Society, 64, St. James’s Street, 
Nottingham 
8.30 p.m. Air Vice-Marshal F. E. Medicine in the 
Royal Air Force. 
ROYAL FACULTY OF yuveso IANS AND SURGEONS, 242, St. Vincent 
Street, Glasgow, ( 
5 P.M. Dr. H. R. Mac! *‘Lennan: Present-day Trends in Gynecology 
in Britain and in the United States. 


Thursday, 9th 
ROYAL COLLEGE OF PHYSICIANS OF LONDON 
5 p.m. Dr. Schilling: Chronic Respiratory Disease Among Cotton 
and Other Textile Workers. (Second of two Milroy 
lectures.) 
ROYAL COLLEGE OF SURGEONS OF ENGLAND 
5 P.M. Mr. iton Miller: Diverticulum of the Bladder 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
5.30 p.m. (Loadon School cf Hygiene and Tropical Medicine.) 
Lord Rothschild, F.R.s.: Fertilisation. 
INSTITUTE OF DERMATOLOGY 
5.30 p.m. Dr. A. Herxheimer : 


Lipscomb : 








Physical Urticarias and Dermo- 


graphism. 
UNIVERSITY OF St. ANDREWS 
5 P.M. (Queen’s College, Dundee.) Prof. B. McFarland: Con- 


genital Disloc ation of the Hip. 

Friday, 10th 
POSTGRADUATE MEDICAL SCHOOL OF LONDON 

4p.M. Dr. Peter Kerley : Tumours in the Chest. 
INSTITUTE OF LARYNGOLOGY AND OTOLOGY, 330, Gray’s Inn Road, 

r.C.1 

3.30 P.M. Mr. Maxwell Ellis: Nasal Catarrh. 

INSTITUTE OF DERMATOLOGY 


5.30 p.m. Dr. P. F. Borrie: Leg Ulcers. 
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the best things in life are not free... 
from hyperacidity — 


Most patients know when their hyperacidity is caused by over 
indulgence in food, tobacco or drink. When the cause is not 
obvious, the doctor may trace gastric distress to emotional 
strain and nervous tension. In any case, the causes are not 
easy to remove, but the symptoms are—with Gelusil. 

Gelusil promptly and effectively controls the excessive gastric 
acidity of “heartburn ” and chronic indigestion. Its action is 
sustained, and side-effects do not occur. Gelusil leaves the 
patient free from constipation and “ acid rebound ”’. 


Dose: 2 tablets after meals, or whenever symptoms arise. 


Formula: Each tablet contains Magnesium Trisilicate 7.5 gr. 
and Aluminium Hydroxide gel 4 gr. 


Packing: In packs of 20 and 50 tablets. Packs of 500 
available to chemists for dispensing. 


WILLIAM R. WARNER & CO. LTD., POWER ROAD, LONDON, W.4. 
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Simple, effective contraception 


where secondary occlusive methods 


are unacceptable or impracticable 


OP? 02 coin VAGINAL GEL ang 


/ eeoo 
Ortho Phermaceut Limited - High Wycombe - Englond 
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Relief of 
Rheumatic Pain 
in 

General Practice 


1. Prompt relief by massive aspirin dosage 
without supervision 


It has been estimated that 8 out of Io patients go 
to their doctors with some form of rheumatic 
complaint. 
In all cases, the first aim is prompt relief, prefer- 
ably calling for no supervision in administration. 
An effective and safe remedy is massive aspirin 
dosage in the form of Berex tablets. 


2. Succinate prevents toxicity 


Clinical study* has shown that the calcium succinate 
in Berex prevents toxicity from massive dosage. 

The prothrombin level is maintained and there is 
no hzmorraghic tendency, even after prolonged 
dosage. 

Your patients can enjoy prolonged relief, in 
safety, by reducing the initial dosage as soon as the 
pain diminishes. 

Side effects — including gastric — are fewer and 
milder, if present at all. 


3. Encourages tissue respiration 
Experimentally, by Warburg test, it has been 
shown that the inhibitory action of salicylate on 
tissue respiration is completely offset. 

The beneficial effect of succinate is attributed to 
its stimulating effect on cellular respiration and 
respiratory enzyme systems. 

By encouraging tissue respiration Berex assists 
in alleviating the pain. 

RHEUMATIC PAIN, it is estimated, 


***No abnormal prolongation of prothrombin time brings 8 out of 10 patients to the 
€ven after 68 days of succinate-salicylate.” The surgery. Prompt and prolonged 
results also show that this succinate-salicylate formu- relief can safely be given, in all 
lation combines safety and efficacy, permitting wide forms of rheumatism, by adminis- 


use both for treatment and maintenance without the tering Berex in massive and 
excessive supervision required in many other forms prolonged dosage. No supervision 
of therapy.”’ Delaware State Med. J., 1954, 26, 22. is required. 


BER E X....... 


For prompt relief of pain associated with all forms of rheumatism. 





FORMULA: Calcium succinate 2°8 gr. acetylsalicylic acid 3-7 gr. 


«iN TABLET FORM: basic N.H.S. price 4 84d.—100 tablets; 
24/3d. — 600 tablets. 


BEREX HAS NEVER BEEN ADVERTISED TO THE PUBLIC 


A professional sample will gladly be sent on request to: 


MEDICAL DEPARTMENT 
BEREX PHARMACEUTICAL CO., BELVUE ROAD, NORTHOI T, GREENFORD, MIDDX. 


23 





THE LANCET [Fes. 4, 1956 








Influenzal states are unwanted 
companions of winter which persist in 
greater or lesser degree each season. 
Recourse to a suitable medicament 
becomes of paramount importance for 
the early abatement of symptoms. 

The rapid therapeutic effect of Hypon 
tablets is now accepted, being of extreme 
value in relieving pain and reducing 
temperature during influenza epidemics, 
when time is a factor of importance to 
both patient and General Practitioner. 


... for the rapid relief 
of influenzal symptoms 


CREWE: 
Telephone : 
Crewe 3251-5 


CALMIC LIMITED 


INFLUENZA sreamene wien ‘Hypon' 


when its standing room only. . . 


HYPON tablets possess a powerful anal- 
gesic-antipyretic action. 


HYPON tablets contain Caffein to 
counteract mental and post-influenzal 
depression. 


HYPON tablets also provide sufficient 
phenolphthalein to maintain normal 
peristalsis. 


Indications: Influenza, Tonsillitis, Rheumatic 
conditions, Spastic Dysmenorrhea, Neuralgia. 


Formula: Acid Acetylsalicyl. 40.22%. Phen- 
acet. 48.00%. Caffein. 2.00%. Codein. Phosph. 
0.99%. Phenolphthal. 1.04%. Excip. 7.75%. 
Each tablet 8 grains. 


HYPON 


Prescribe HYPON by name 





LONDON: 


2 Mansfield St., W.1 
Telephone: LANgham 8038-9 
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PAPAVERINE — 


pavac 


ol 


TRADE MARK 


CODEINE COUGH SYRUP 





Pavacol combines the antispasmodic 
papaverine and the sedative codeine with 
mild expectorants and demulcents. Well 
tolerated by children and adults for all 


Adaprin tablets, containing acetomenaph- 
thone and nicotinamide, relieve chilblains 
without the unpleasant side-effects asso- 
ciated with the rapid vaso-dilatation of 





nicotinic acid. 
Treatment—2 tablets 3 times daily. 
Prevention—2-3 tablets daily. 


types of coughs, particularly when asso- 
ciated with bronchitis, influenza and 
whooping cough. 


Literature and professional samples available on request. 


adapri 


TABLETS FOR CHILBLAINS 


WARD, BLENKINSOP & COMPANY, LIMITED — 


YORK HOUSE, 37, QUEEN SQUARE, LONDON, W.C.1. 
Telephone : HOLborn 5992/6 (5 lines.) Telegrams : Duochem, Westcent, London. 














TRADE MARK 
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IF THERE IS NO ORGANIC 
DISEASE TO ACCOUNT FOR 


ENURESIS 


TREATMENT BY 


The **CHIRON” 
NOCTURNAL ENURESIS 
ALARM 


(PROV. PAT. NO. 16125) 


IS INDICATED 


A non-toxic 


Antiseptic Germicide 





KEEDOSOL (FERRIS) provides a general antiseptic 
of high bactericidal potency. yet aes ey marked 
advantages not attributable to germicides of phenolic 
origin. It is non-poisonous, even in high concentration, 
non-injurious to living tissue, and its agreeable 
refreshing odour renders it pleasant in use. For the 
guidance of users of this modern gerniicide a table of 
recommended dilutions is affixed to each container. 


Available in 4-02, ; 8-0z.; 16-0z.; and 80-oz. bottles 





damitticaphins and 1-gallon tins 
THIS TREATMENT IS BASED 
ON PAVLOV’S THEORY OF 
CONDITIONED REFLEXES AND IK [= [E (0) ©) S© (L 


HAS PROVED SUCCESSFUL IN 
90% OF CASES 


SEE LANCET, 19 FEB. 55, P. 391 & 26 MAR. 55, P. 676. 


(FERRIS) 


Samples on request 


FERRIS & COLTD 


BRISTOL 
Telegrams FERRIS BRISTOL 


FOR FURTHER INFORMATION WRITE TO:— 


DOWN BROS. and MAYER & PHELPS LTD. 


Surgical Instrument Makers 


32-34, New Cavendish Street, London, W.1 
Telephone : WELbeck 3764, 8573. 


‘Telephone 21381 
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Telephone : SINGLE VACCINATION TUBES - ~- 





JENNER INSTITUTE shcerinated VACCINE LYMPH 


PREPARED IN ACCORDANCE WITH THE THERAPEUTIC SUBSTANCES REGULATIONS (BRITISH PRODUCT) 


BATTERSEA 1347 LARGE TUBES (EXPORT only) sufficient for 5 vaccinations, 20/- dozen “JENVACTER, SOUPHONE, 


JENNER INSTITUTE FOR CALF LYMPH LTD., 73, Battersea Church Road, S.W.11 


12/- dozen. Postage extra Telegrams : 
LONDON ” (2 words) 











For claims arising under with-profits policies on or 
after 1st January 1956 


INTERMEDIATE BONUS RAISED TO 


44 S per annum compound 
$/o 


AND for all with-profits policies in force at 31st 

December 1955 under which not less than five years’ 

premiums had then been paid on the participating scale 
A SPECIAL ADDITIONAL 
INTERMEDIATE BONUS OF 


rT by on the sum assured and 
© existing vested bonuses 








(policies of shorter duration in proportion) 


For particulars of how you may become a member 
of this vigorous profit-sharing Society write to 





| LONDON OFFICES: 28 CORNHILL, EC3, 17 WATERLOO PLACE, SWI 

















Soluble BARBITONE gr. 24. Stabilised 
VALERIAN m. 3, per drachm. 


The economical and effective 
SEDATIVE & HYPNOTIC 
4 oz. bottle 4/4 
(also 40 oz. and 80 oz. sizes) 
Samples on signed request 
ROBERTS & CO. 
Pharmaciens 


76, New Bond Street, Leaden, W. 1 
Prescribe on E.C.10 
























You should bank 


with the 


Westminster 





Westminster Bank Limited 
Head Office: 41 Lothbury 
London, E.C.2 





























HOLIDAYS BY AIR 


Travel by Regular Scheduled Airlines 


MAJORCA (choice of 10 resorts) 

COSTA BRAVA and COSTA DEL SOL 

SAN SEBASTIAN 

FRENCH & ITALIAN RIVIERAS 

LAKE MAGGIORE SWITZERLAND 

VENICE TANGIER and other resorts. 
@ INCLUSIVE PRICES 


@ PERSONALLY SELECTED HOTELS 
@ NO PARTY TRAVEL 


Send For Fully Illustrated Free Brochure 


THOMAS MEADOWS & CO. LTD. 
(Dept. L.) 35, MILK STREET, LONDON. E.C.2. 
Member of the Association of British Travel Agents. 
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HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental illness. All types 
of treatment carried out. Accommodation for Alcoholics and Addicts 
available. Special Geriatric Unit now open. Fees from 6 gns. per week 
} upwards according to requirements. 
: Apply to Or. } A. SMALL Telephone : Norwich 20080 
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CHISWICK HOUSE 


PINNER, MIDDLESEX 
Telephone : PINNER 234 


Private Nursing Home for Mental and Nervous iliness. 
Voluntary, Temporary and patients under certificate are received. 
All modern forms of treatment. Two country houses in adjoining 


grounds of 5 and 6 acres respectively, 12 miles from London. 
Fees from 15 guineas according to medical and nursing attention. 
DOUGLAS MACAULAY, M.D., D.P.M. 





THE Lancet] (Fes. 4, 1956 


FOR NERVOUS AND 
MENTAL DISORDERS 


THE LANCET GENERAL ADVERTISER 


ST. ANDREW’S HOSPITAL 


NORTHAMPTON 
PreEsIpENT: THE EARL SPENCER 
MepicaL SuPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble ; Soumpecuer atients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, baeteriological, and pathological examinations. Private 
rooms with Sposa nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be prov: > 
: WANTAGE HOUSE 
This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special Lo eg oes for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douc e, Scotch Douche, Electrical baths, Plombiéres treatment, 
Distncrmy aod” Highshequenoy' treatmout, “it als cntalns Laboratorce Yor bicahemical, Goctenologea,” and’ pathological 
“| reatment. 0 contains Laboratories for em. a terio » and patho 
research. Psychotherapeutic treatment is employed when indicated. - —— 
: MOULTON PARK 
_ Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
lk, meat, fruit, and vegetables are ey gmee to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 


pe od is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 











BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
a ace Lamy’ — change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
~fis park. 


At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (grass and hard 
courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have their own gardens, and facilities are 
provided for handicrafts, such as carpentry, ctc. 

For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4854 (3 lines)), who 
ean be seen in London by appointment. 


CHEADLE ROYAL, CHEADLE, CHESHIRE 


REGISTERED MENTAL HOSPITAL 











Presipent: THe Ricut Hon. Toe EARL OF DERBY, M.C. 


Mepicat SUPERINTENDENT: W. V. WADSWORTH B.Sc., M.B., M.R.C.P., D.P.M. 


This Hospital receives all types of patients who are suffering from psychological and senile illnesses. 








It has recently been 


extensively re-decorated and central heating has been installed throughout, making it one of the most luxuriously appointed hospitals 


in the country. 


Private rooms, with special nurses, can be provided. All 


atients receive very careful and thorough clinical and 
Psychotherapeutic 





athological investigations ; the most modern psychiatric treatment is available, including deep insulin therapy. 
vatment is employed in suitable cases. 

Occupational therapy is a special feature of the Hospital and there are excellent facilities for indoor and outdoor recreation— 
tennis, cricket, croquet, badminton, billiards, cinema, television, etc. Geriatric units for mild cases of senility are provided where 
patients can pursue as normal a life as possible. 

The Hospital is situated in three hundred acres of pleasant Cheshire parkland and yet is only nine miles from Manchester. 
Glan-y-Don is the Hespital’s convalescent home, overlooking the sea at Colwyn Bay. It is extremely comfortable and well appointed 
and has its own farm and market garden. 


For terms and further particulars, apply to the Medical Superintendent. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


Telephone: GATLEY 2231. 





A well-appointed House with spacious balconies and extensive views of the South Devon Coast. 
i} 


Beautiful garden and own dairy in 35 acres 
in the same grounds, ROWDENS, a comfortable house with lovely views. beach 


Private road to the 


There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
ANNE S. MULES, M.R.C.S., L.R.C.P. 


Becictk 


BERTHA M. MULES, M.D., B.S. Telephones—TEIGNMOUTH 289 and 537 





Physici 


THE MEDICAL PROTECTION SOCIETY timrrep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : £1 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 




















Vacancies 
ACADEMIC AND EDUCATIONAL Page| Manchester. Booth Hall Child’s. Sr. Sheffield R.H.B. P.-t. Cons. .. < a 
SECTION 29 ? a os 2s ne aan bn a R.H.B. + ia = 
NJ Ss Manchester R.H.B. Reg. hs olverhampton Royal. Sr.H.O. .. 38 
ane ag + Lael N.18. H.O. .. $1 | Nottingham Gen. Reg. -. ., 36] U.S.A. Cambridge, Mass. Residencies 39 
Blackpool & Fylde H.M.C. Jr.H.M.O. 33] Plymouth, South Devon & East CARDIOLOGY 
Bridge of Earn, Perthshire. Sr. H.O. 33 Cornwall. Sr.H.0... —.. -. 37 Royal Free, W.C.1. Sr. Reg... 32 
Enfield. Chase Farm, Sr. H.O. _. 34] Portsmouth Group H.M.C. Reg. .. 37 CASUALTY 
Hemel Hempstead. West Herts. . — South-Eastern R.H.B. 37 | Hackney, E.9. H.O 31 
y sr. H.M.O. .. hn a OS «6 =e F + a” a Oy, Be. see as - ; 
Kinguen, bueoes, Reg. .. 35 | Scotland. Western R.H.B. Sr.H.M.O. 30 my gee . Fen HU. . 
Leeds R.H.B. Locum Regs. .. 35 | Sedgefield. Winterton H.M.C. P.-t. ee ae ee ee ‘ 
Luton & Dunstable. Reg. 36 Clin. Asst. (G.P.) .. ¥ eee (continued overleaf) 
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Memorial, S.E.18. Sr. H.O. . 
New End, N.W.3. Jr. H.M.O. 
South London "se. } og Women & 
Child., S.W.4. P.- oO. 
St. James’, 5.W.12. ~ a Sr. 
Aylesbury. Royal Bucks. -: 
Chelmsford & Essex. Sr. 
Hemel Hempstead. 
H.M.O. + : 
Hitchin Hosps. Sr. H.O. . 
Liverpool United Hosps. Sr. H.O. 
Nottingham Gen. Sr. H.O. 


Plymouth. South Devon & East 
Cornwall. Sr. H.O. 

Slough. Upton. Locum ‘H.O. 

Stafford. Staffordshire Gen. Infy. 
Jr. H.M.O. , 

Stockport Infy. Sr. Ht 

Watford Peace Mem. Sr _ 0. 

Worthing. sr. H.0. .. 


CHEST AND TUBERCULOSIS 
London Chest, E.2. or 8 


Paddington Gen., W.9. Sr. H.O 
Ashford, Middx. Sr. H.O. 
Bristol. Ham Green. Sr. H 


<. aw 
Maidstone. Preston Hall. Jr. H.M.O. 


Market Drayton. Cheshire Joint San. 
Jr, H.M.O. or Sr. H.O 

Neweastle Gen. Sr. H.O. ‘ 

Northampton. Creaton San. Sr. H.O. 
& H.O. ° . 

Skipton. The Hosp. Sr. H.O. or 
Jr. HMAC P 

Warwick. King ; dward VII Mem. 
Chest. Jr. H.M.¢ 


EAR, NOSE, AND coat 


Whipps Cross, E.11. Sr. H.O. 

Reading. Royal Berks. H.O. 

GERIATRICS 

Ashton, Hyde & Glossop H.M.C. ‘Jr. 
H.M.O. iv “ ne 

Leeds R.H.B. Reg. 


HAMATOLOGY 
Shetfield R.H.B. Deputy Director 
INFECTIOUS DISEASES 


Western, 8.W.6. Regs. 

Leeds R.H.B. Sr. H. M. O. 

Mick peeronan. West Lane Jr. 
H.M.¢ ‘ : ‘ 

ME are 

Central Middlesex, N.W.10. Pre-reg. 
H.O. ae ‘ 

Hamps stead Ge ne. i Ww. , ec 

Hampstead, N.W.3. Pre: one. H.O. 


London 
Child., 8.W.4. 
University College 
Reg. or Sr. H.O. 


South Hosp, for Women & 
H.O... 


"'Hosp., “W.C.L. 


Whipps Cross, B.11. H.O. 
Ashford, Middx. H.O... ‘ oe 
Birmingham United Hosps. P,-t. 
Cons. oi $i 
Braintree. Black Notley. H.O. 
Cardiff. Royal Hamadryad Gen. & 
Seamen's, Sr. .O. 
Chichester. St. Richard’s. H.O. 
Kdgware Gen. H.O. , a 
Kirkealdy. Victoria. H.O,'s . ° 
Leeds R.H.B. Regs. & Locum Regs... 
Manchester K.ti.wb. Reg. 
Middlesbrough. North 


Ormesby. 
H.O. ‘ 


Newmarket Gen. H.O. 

Nottingham Gen. Pre-reg. H.O. 

Pontetract Gen. 'nfy. H.O. 

Ktomford. Victoria. H.O. . , 

Scotland. South-Eastern R.H.B. 
Reg. . . e° 

Scotland. Western R.H.B. Reg. 

Scunthorpe War Mem, Sr. H.O. 


Stoke-on-Trent. North Staffs Royal 


Infy. H.O. . 
Taplow. Canadian Red Cross Mem. 
_F er ‘ ; é 
Whitehaven, Cumberland. Pre-reg. 
H.O. or Sr. H.O. ‘ ine tH 
Dublin. Jervis Street. Reg. . as 
New Zealand. Otago Hosp. Board. 
Sr. Asst. es . _ ° 
NEUROLOGY 
West Hund Hosp. 


for Neurology & 
Neurosurgery, W.1. Sr. H.O. “ 


NEUROSURGERY 


Regional Neurosurgical Centre, 3.E.18. 


sr 


» aa . - 
Leeds United Hosps. Sr. H.O. 


OBSTETRICS AND GYN4®COLOGY 


Central Middlesex, N.W.10. H.O. ‘ 
Klizabeth Garrett Anderson, N.W.1 

H.O. ‘ , , 
St. Teresa’s Maternity, 8.W.20. H.O. 

or Sr. H.O. a 
Barrow and Furness H. M.C. sr. H.O. 
Bromsgrove Gen, -reg. H.O. & 

Locum ee 
Bushey Maternity. H.O. 
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Bushey Maternity & aeene Gen. 
Hosps. Reg. ; 
Kast Anglian R.H.B. Re ae 
Hastings. St. Helen’s. Sr. H.O. 
Nuneaton. George Eliot. Reg. 
Pontypridd. East Glamorgan. Sr. H. 0. 


Shrewsbury. Royal Salop Infy. & 
Copthorne. H.O. .. oe os 
Staines, Middx. Reg... 
OPHTHALMOLOGY 
South West Met. R.H.B.  P.-t. Sr. 
H.M.O.’s - - — 
Blackpool. Victoria. Sr. H.O. 
Liverpool R.H.B, P.-t. Sr. H.M.O. .. 
Manchester United Hosps. Sr. H.M.O. 


ORTHOP £ZDICS 

North East Met. R.H.B. P.-t. Cons... 
Westminster, 8.W.1. Sr. Reg. 
Whipps Cross, E.11. H.O. .. 

Bath. St. Martin’s. H.O. 
Batley. Gen. H.O. -_ 
Birmingham. Royal Orthopedic. Sr. 

H.O 


H. 0. 


Braintree. ve 
Locum 


Brighton & 
Reg. 2 
Doncaster Royal Infy. Re g. 
Durham County. Pre-reg. H. O. 
Leeds R.H.B. Locum Regs. 
Louth County Infy. Reg. 
Nottingham Gen. Sr. H.O. . 
Portsmouth Group H.M.C. Pre- 


‘R.H.B. 


Blac k Notle: y. 
Lewes H.M.C 


reg. 
Scotland. North-Eastern 
Sr. Reg. 
Scotland. 
Scotland. 
Southampton. 
Sr. H.0O. & 
Stoke-on-Trent. 
Infy. H.O. 
Wigan. Royal 
Sr. H.O. 
Winchester Group H. M.C 
Wolverhampton Royal. 
_# Ta: oe — 


Western R.H.B. Reg 
Western R.H.B. Sr. ie M.O. 
Royal South Hants. 
H.O. 
North Staffs Royal 
Albert Kdward Infy. 
leg. - 
Sr. H.O. or 


PAZDIATRICS 
Hosp. for Sick Child., W.C.1. Sr. H.O. 
Queen E nee th Hosp. for Child. M.C 
sr. H.O.’s & H.O 
Stoke Mandeville. H.O. 
Little Bromwich Gen. 


Aylesbury. 
B.rmingham. 
H.O 


Oxford R.H.B. 

Stockton-on-Tees. 

Winchester. Royal 
H.O Ke 


Reg. ; 
Child’s. Sr. 


H.O. 
Hants County. 


PATHOLOGY 


Klizabeth Garrett Anderson, N.W.1. 
Sr. H.O <a wid — 

nF many Gro yup Lab., S.E.13. Sr. 
a. 


Live rpool United Hosps. Locum Reg. 


Manchester R.H.B. Sr. H.M.O. 

Manchester. Withington. Sr. H.O. 

PHYSICAL MEDICINE 

Central Middlesex, N.W.10. Reg. 

Middlesex, W.1. Asst... Se 

PSYCHIATRY 

Birmingham. Rubery Hill. Reg. 

Bristol Mental H.M.C, Sr. H.O. 

Coulsdon, Netherne. Reg. .. 

Gla ae: Southern Gen. Sr. H.G. & 
I ‘ “- : 

Isle a ‘Man. Ballamona. Sr. H.O. 


Leeds R.H.B. 
Liverpool. Moss side. 
Reg. 
Newcastle 


Regs. & Locum Regs. 
r. H.M.O, or 


1.0. — 


Gen. ; 


Scotland. South-Eastern R.H.B. 
Cons, . 

Sheffield l nited Hosps. Reg. 

South West Met. R.H.B. Cons. 

Welsh R.H.B. Sr. “Reg. ; a 

Woodford Claybury. 


Bridge, Essex. 


Sr. H.O. 
RADIOLOGY 
Leeds United Hosps. Re be oF 
Scotland. Eastern R. Ht B. ‘sr. H.M.O. 
Scotland, Western R.H.B. Cons. - 
Dublin. National Mass-Radiography 


Assoc. Asst. Med. Director 
RADIOTHERAPY 
Leeds United Hosps. Sr. H.0. 
North West Met. R.H.B. Cons. 


Scotland. Western R.H.B. Reg. 
SURGERY 
Hampstead, N.W. oy -reg. H.O 


Hosp. for Sick C hile, -l. Sr. 
Hosp. of St. John we at Elizabeth, 
N.W.8. H.O. 
London Jewish, H.O. 
Mile End, B.1. 
North West Met. 


E.l. Sr. 


i os ea oa 
R.H.B. P.-t. Cons... 
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Paddington Gen., W.9. Reg 
Queen Elizabeth ‘Hosp. for G thild. M.C. 
H.O. - 


—— Weste rn, S.W.9. 
Leonard’s, N. 1. H. 

da mew E.11. H.O. 

West London, W.6. H.O. 

Aberdeen Royal Hosp. for Sick Child. 
.O.’8 

Aberystwyth Gen. 


" Sr. H.O. 
oO. 


sr. H.0. 


Ashford, Middx. H.O.’s 
Aylesbury. wanaes Sun. H.O. 
Batley. Gen. .O. 
Birmingham ‘Accident. H.O.. 
- * ween Little Bromwic h Gen. 
oO 
Braintree. Black Notley. H.O. as 
Brighton. New Sussex Hosp. for 
Women. Locum Sr. H.O 
a. Cossham & Frene hay H.M.C. 
.O.’s ie 
Bristol United Hosps. & South- 
Western R.H.B. Reg. or Locum 
Broxburn, West Lothian, Bangour 
Gen. Pre-reg. H.0.’s _ ie 
Kent & Canterbury. 


Canterbury. 
Fr ae as 2 wt 

Carlisle. Cumberland Infy. H.O.’s .. 

Chester Royal Infy. H.O. 

Cuckfield, Sussex. Pre-reg. H. ‘0. 

Derby City. Reg. 


Doncaster Royal Infy. H.0. 
Kast Anglian R.H.B. Reg. 
Farnborough, Kent. H.0O. 


Halifax Gen. H.O. 


Haslemere & Dist. H.O. or Locum... 


Hastings. Royal East Sussex. Pre- 
reg. H.O. re 

Hove Gen. H.O. 

Huddersfield Royal Infy. H.O. 


Hull. Kingston Gen. H.O. 4 
Ipswich & Kast Sulfolk. H. oO 


Isleworth. South West Middlesex. 
Pre-reg. H.O. 

Kirkcaldy Gen. H.O.” 

Leeds R.H.B. Regs. & Locum Regs. 

Maidenhead. Reg. 

Manchester. R.H.B. Reg 


Manchester. W wont Mane ~ ‘ster H.M.C 


Pre-reg. H. 


Manchester. w ithington. Sr. H.0. .: 
a sbrough. North Ormesby. 
Newport, LW. St. Mary’s. H.O. 
North Shields. Peeceee oep. Jr. 
H.M.O, or Sr. H.O. . 
Oxford R.H.B. Sr. "Rew. a 
Oxford Univ. & United Hosps. Sr. 
Reg re 
Pontefract Ge n. ‘Infy. R.S.0... ee 
I or Group H.M.C. aren, 
oO ° 
Reading. Royal Be rks. , oF O.. 
Romford. Victoria. Temp. Re g. 
Scotland. Eastern R.H.B. Reg. Be 
Shrewsbury. Royal Salop_ Infy 
Ry mae H.O ‘ — 


Albans City. Loc iy a Ma « 
Stoc kport Infy. Sr. H 
Stockport. Stepping tial, 
Taunton & Somerset. 
Welsh R.H.B. Sr. Reg. 
Weymouth & Dist. H.O. -_ 
Woiverhampton Royal. Pr 

H.O.’s ° oh 
Worthing. Sr. 1.0. 
Wrexham. Maelor Ge n. 
Wrexham. War Mem. 
Dublin. Jervis Street. 
THORACIC agg noe 
Carshalton. Helier. Reg. . 
Manchester. W est Manchester ‘H. M.C. 


Reg. . 
R.H.B. 


Sr. H.0. .. 
2.6. 


reg. H.O. 
H.O. 


 pre- 
Pre-reg. 
Reg. 


Scot land. South- K aste rn 
a ° ee 

Sully, Glam. Sr. it. a 

TROPICAL MEDICINE 

Queen Mary’s (Kuve eee: S.W.15. 
Jr. H.M.O,. ow : 


UROLOGY 
St. Pever’s, St. Paul’s & St. Philip's, 
W.C.2. Reg. ‘ we 
Bristol. Southmead Gen. Hosp. 
Group M.C. Sr. H.O os 
—— 
..A._ Bethesda. 


Cincinnati. Rota- 
ting Interns. : " 
PUBLIC APPOINTMENTS 
GENERAL PRACTICE 


MISCELLANEOUS 
The 
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Terms and Conditions of Service of 


Hospital Medical and Dental Staff apply to 
all N.H.S. hospital posts we advertise, unless 
otherwise stated. 
candidates may normally visit the 
by appointment. 


Canvassing disqualifies but 
hospital 
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Please note that it has been found necessary to change the 
dates of the SPRING FULL-TIME ANASSTHBTIC COURSE OF LECTURES 
AND DEMONSTRATIONS, which was originally advertised as taking 
place from 4th to 22nd June, 1956. This Course will now take place 
at the College from :— 

9TH to 27TH APRIL, 1956 
Other details as already advertised. 
W. F. Davis, Secretary. 
UNIVERSITY OF LONDON 
INSTITUTE OF OBSTETRICS AND GYNACOLOGY 
(Incorporating the teaching facilities of ueen Charilotte’s 
Maternity Hospital, Chelsea Hospita) for Jomen, and the 
Department of Obstetrics and Gynecology at Hammersmith 
Hospital] ) 


Applications are invited from graduates with a registrable 
qualification for enrolment for the SPRING TERM (5TH MARCH—- 
2nND JUNE, 1956). Graduates attend each of the constituent 
hospitals in turn for clinical work, and attend lectures and 
special demonstrations at all 3 hospitals. Enrolment fee £3. 
Tuition fee £36 a term. 

General practitioners wishing further experience in obstetrics 
may be accepted to attend the course at ueen Charlotte’s 
Maternity Hospital for shorter periods—i.e., 2-4 weeks. They 
will have the opportunity of attending the labour ward in 
addition to combined classes of lectures and demonstrations at 
the 3 hospitals of the Institute. Ministry of Health grants are 
payable to approved general practitioners attending for a period 
of zk — 

INTENSIVE COURSE for those preparing for M.D. 
M. ke .O.G. will be held from 6th JUNE to 18TH JUNE, 1956. 

During the winter vacation, a limited number of graduates 
may attend the practice of the hospital. 

Refresher Course for General Practitioners will be held from 
27th February to 3rd March, 1956, and another from 18th June 
to 23rd June, 1956. 

Hostel accommodation is available at Queen Charlotte’s 
Hospital and at Hammersmith Hospital. 

Further particulars can be obtained from the Secretary, 
Institute of Obstetrics and Gynecology, Chelsea Hospital for 
Women, Dovehouse-street, London, 8.W.3. 

UNIVERSITY OF LONDON 
INSTITUTE OF ORTHOPAEDICS 
Royal National Orthopedic Hospital 
234, Great Portland-street, W.1 


and 





COURSE ON ADVANCED CLINICAL ORTHOPAEDICS 
13TH-18TH FEBRUARY, 1956 
MONDAY, 13TH FEBRUARY, TOWN SECTION 
Slipped femoral epiphysis ..Mr. H. J. BuRROws 
Arthrodesis of the great toe joint ..Mr. D. TREVOR 


Surgical reconstruction of the..Mr. H. J. SEDDON 
upper limb 

TUESDAY, 14TH FEBRUARY, TOWN SECTION 

Diagnosis of bone tumours .. ..Dr. H. A. Sissons 


Dr. F. C. GOLDING 
Mr. J. N. WILSON 
.Mr. G. L. W. BONNEY 
.Dr. F. H. STEVENSON 


Vascular disease in the limbs ‘ 

Medical aspects of joint tubercu-. 
losis 

WEDNESDAY, 15TH FEBRUARY, COUNTRY SECTION 

Clinical demonstration ‘ Mr. A. T. FRIPP 

Respiratory paralysis in polio-. “Dr. A. B. KINNIER-WILSON 
myelitis 

THURSDAY, 


16TH FEBRUARY, COUNTRY SECTION 


Physiotherapy in poliomyelitis ..Mr. O. R. NICHOLSON and 
Miss L. M. PRIOR 
Clinical demonstration ..Mr. K. I. NISSEN 


FRIDAY, 17TH FEBRUARY, COUNTRY ag ag 

Discussion on fractures Mr. J. N. WILSON 

Pathology of bone tuberc ulosis |.Dr. A. G. TOWERS 

Biochemical investigation of..Dr. P. G. WALKER 
general bone disease 

SATURDAY, 18TH FEBRUARY, TOWN SECTION 

The Reticuloses ‘ .Dr. H. A. Sissons 

Dr. E. H. ALLEN 


The fee for this course (including lunch and tea) is 7 guineas. 
Early application should be made to the Dean, at 234, Great 
Portland-street, London, W.1. 


THE ROYAL INSTITUTE OF PUBLIC HEALTH AND 
HY GIENE - 


CHE CERTIFICATE AND THE DIPLOMA IN PUBLIC HEALTH AND THE 
DIPLOMA IN INDUSTRIAL HEALTH 
The next course of instruction for the Certificate in Public 
Health (C.P.H.) will commence on 16TH MARCH, 1956. This leads 
to courses both for the Diploma in Public Health and for the 
Diploma in Industrial Health. All courses may be taken either 
whole-time or part-time. The General Medical Council have 
intimated that the revised rules for the Diploma in Public Health 
are due to come into operation on Ist October, 1956. 
Prospectuses, enrolment forms, and full details may _be 
obtained from the Secretary, 28, Portland-place, London, W.1 
(Telephone : LANgham 2731-2). 
UNIVERSITY OF LONDON 





A LECTURE on “ Nucleus and Cytoplasm in Cellular Differ- 
entiation ” will be given by Prof. Boris EPHRUSSI Fae? at 
5.30 p.m. on 8TH FEBRUARY at the London School of _— 
and Tropical Medicine, Keppel-street, Gower-street, W.C 

Admission free, without ticket. 

JAMES HENDERSON, Academic Registrar. 





OF HYPERTENSION, On THURSDAY and FRIDAY, 12TH and 13TH 
APRIL, 1956, at The Royal College of Surgeons, Lincoln’s Inn- 
fields, London, W.C.2. 
Prof. F. H. SMirK and Dr. GEORGE PERERA will take part. 
Pp mme on application to the Dean, Postgraduate Medical 
School, Ducane-roa London, W.12. 0 places available; 
admission, by ticket only, £2 28. ine lusive of meals. 











THE UNIVERSITY OF BIRMINGHAM 
FACULTY OF MEDICINE 
A PART-TIME COURSE extending over 12 months for Part I 
of the D.P.M. of the Conjoint Board will commence on 28TH 
APRIL, 1956. Fee: 21 guineas. 
For particulars apply to the 
Studies 


Chairman, Board of Graduate 


. The Medical School, Birmingham, 15. 
BEIT MEMORIAL FELLOWSHIPS FOR MEDICAL 
RESEARCH 


Notice is hereby given that an election of Junior Fellows to 
begin work on 18ST OCTOBER next will take place in May, 1956. 
Junior Fellowships have successive annual values of £800, £850 
and £900, for 3 years. As a rule, superannuation benefits are 
provided, to which the successful candidates will be required 
to contribute 5% of the annual stipend and to which the Trust 
will make a contribution of 10%. Candidates must have taken 
a degree in a faculty of a university approved by the Trustees 
in Her Majesty’s Dominions, Protectorates and Mandated 
Territories, India, Pakistan and the Republic of Ireland, or a 
medical diploma registrable in the United Kingdom. Elections 
to Junior Fellowships are rarely made above the age of 35 years. 

Applications from candidates must be received not later 
than Ist April. Candidates must submit evidence that they 
can be given accommodation in the departments where they 
— me to work, which must be either in Great Britain or 
relan 

Forms of application and all information may be obtained 
by letter only, addressed to the Secretary, Beit Memorial 
Fellowships for Medical Research, The Lister Institute, Chelsea 
Bridge-road, London, 8.W.1. For Overseas Candidates forms of 
application may be obtained from the Secretary, South African 
Medical Council, P.O. Box 205, Pretoria, South Africa; the 
Director, Commonwealth Office of peene Ree 3879, Sydney, 
Australia; the Department of Health Wellington, New 
Zealand ; and the Canadian Medical Assoc jation, 244, St. George- 
street, Toronto, Canada. 


THE MELVILLE TRUST 


FELLOWSHIP IN CANCER RESEARCH 

The Trustees of the above Scheme invite applications for 
Fellowships in Cancer Research commencing in OCTOBER, 1956. 
The initial stipend wil) be according to experience, but wil] be 
not less than £800 ; and funds are available for the provision 
of equipment and for technica! assistance. A Fellowship is 
normally awarded for a period uf 2 years, but thereafter may be 
renewed, at the discretion of the Trustees. 

The research is normally to be carried out in 1 of the recog- 
nised clinical or scientific departments in Edinburgh, and if 
possible, applicants should have made prior contact with the 
Head of the appropriate department. If this is not possible, the 
Trustees will endeavour to make suitable arrangements. 

The research may deal with any aspect of malignant disease, 
and candidates need not ngcessarily hold a medical qualification. 

Applications, together with the names of 3 referees, should be 
submitted by 30th April to the Honorary Secretary, Scientific 
Advisory Committee, The Melville Trust, 26, Meray-place, 
Edinburgh, 3, from whom further particulars may be obtained. 
The application should be accompanied by an outline of the 
proposed research, and by an account of any previous scientific 
or research experience. 

The expenses incurred in travelling to the United Kingdom by 
any Research Fellow appointed from Overseas will be defrayed 
by the Trust, which will also reimburse all candidates who are 
required to attend for interview. 


UNIVERSITY OF LONDON. Applications are invited 
for IMPERIAL CHEMICAL INDUSTRIES RESEARCH 
FELLOWSHIPS in ‘Biochemistry, Chemistry, Chemotherapy, 
Engineering, Metallurgy, Pharmacology, Physics and subjects 
allied to Chemistry or Physics. The Fellowships will be of the 
value of £800 p.a. and will normally be tenable from Ist October, 
1956, ‘Ain 3 years in the first instance. Family allowances and 
F.S.S8. 

Detailed regulations and application forms may be obtained 
from the Academic Registrar, University of London, Senate 
House, W.C.1. Applications must be received not later than 
30th April, 1956. 


HEBREW UNIVERSITY—HADASSAH MEDICAL 
SCHOOL, JERUSALEM, ISRAEL. University and Lee ip A (any 
ments. Applications are invited for the posts of 
LECTURER and SENIOR ASSISTANT hg 
Assistant Lecturer) in the Department of Hygiene and Pre- 
ventive Medicine. Preference will be given to candidates with 
teaching experience who have specialised in public health. 
Their duties, apart from regular teaching duties, are res *arch 
work in physiological hygiene. Some knowledge of the physio- 
logy of work in hot climates and/or health education desirable. 
Current salaries are £1.329 per month (Senior Lecturer) and 
£1.297 per month (Senior Assistant ) including cost-of-living, plus 
family allowances. Accommodation will be provided and cost of 
transport of furniture paid. 

Applications should be directed, in the first instance, to the 
ao of the Hebrew University, 237, Baker-street, London, 
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MIDDLESEX HOSPITAL, W.1. Applications invited for 
full-time post of ASSISTANT in the Department of Physical 
Medicine at The Middlesex Hospital and ASSISTANT at the 
Arthur Stanley [Institute for Rheumatic Diseases, on the salary 


scale £1400-—£1950 p.a. 

Further particulars obtainable from Deputy Superintendent, 
to whom applications, with ~ = T of 3 referees, should be 
submitted by 15th February, 1956. 


NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

Part-time CONSULTANT ORTHOPAEDIC SURGEON to 
Enfield Group of hospitals (6 sessions a week, including 1 session 
at school clinics in Edmonton and Enfield). 

Part-time CONSULTANT ORTHOPAEDIC SURGEON to 
Mildmay Mission Hospital, E.2 (2 sessions a week). Applicants 
should be in sympathy with the evangelistic aims of the Hospital. 

Applications (6 copies), stating post concerned and names of 
3 referees, should reach the Secretary, 11a, Portland-place, 
London, W.1, by Saturday, 18th February. 

NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

(1) CONSULTANT RADIOTHERAPIST (whole-time or 
maximum sessions), Mount Vernon Hospital, Northwood, 
Middlesex (551 Beds). Duties will include consultative clinics 
in other regional hospitals. 

Applic ations before 6th March, 1956. 

(2) CONSULTANT SURGEON (4 half-days a_ week), 
Willesden General Hospital, Harlesden-road, N.W.10 (127 
Beds). Attendances on Monday and Friday afternoons and 
Thursday and Friday mornings. 

Applications before 10th March, 1956. 

Hospitals may be visited by direct appointment. 

Application forms obtainable from, and returnable to, 

Secretary, North West Metropolitan Regional Hospital Board, 
11a, Portland-place, W.1. 
SOUTH WEST METROPOLITAN REGIUNAL HOS- 
PITAL BOARD requires Part-time ASSISTANT OPHTHALMOLO- 
GISTS (Senior Hospital Medical Officer grade) for seasions at the 
following London County Council Vision Clinics : 

Milson Road School Treatment Centre, 1, Milson-road, 
(Tuesday A.M., Thursday P.M., Friday P.M. weekly, 
Wednesday a.M. fortnightly.) 

St. Dunstan’s Road 8.T.C., Captain Marryat School, St. 
Dunstan’s-road, W.6. (Monday A.M. weekly, and Monday or 
Friday P.M. fortnightly. ) 

Chelsea 8.T.C., 31- 
Friday P.M. Aatatghtis: ) 

Elizabeth Bullock 8.T.C., 376, 
(Monday P.M. weekly.) 

Wandsworth S.T.C., 318, 
p.M. fortnightly.) 

Putney 38.T.C., 2, Clarendon-drive, 
weekl.) 

Candidates, whu may apply for any number of the above 
seasions, should be interested and experienced in children’s work. 
Duties will be undertaken in collaboration with the appropriate 
Divisional “Medical Officers of the London County Council. 
Successful candidates will be required to take their annual leave 
during the schvo!l vacations. 

Applications (5 copies), giving date of birth, 


W.14. 
and 


Bromerton-street, S.W. (Monday or 


Wandsworth-road, S.W.8, 


Garratt-lane, S.W.18. (Thursday 


S.W.15. (Thursday a.m. 


qualifications, 
(S.1.), South 


experience, and names of 3 referees, tu Secretary 

West Metropolitan Regional Hospital Board, 11a, Portlind- 
place, W.1, by 25th February, 1956. Applicants may visit the 
various clinica by direct arrangement with the appropriate 


Divisional Medical Otficers at 129, Fulham Pulace-road, 
W.6, and “ Svuthlands,”’ Shuttleworth road, 8.W.11. respectively, 


BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
riraLa. The Board of Governors invite applic ations for the 
appointment of a Part-time CONSULTANT PHYSICIAN for 
6 notional half-days per week. The successful candidate may be 
required to undertake a period of postgraduate study at other 
approved medical centres cither in this country or abroad, 
Special leave of up tu L year will be given for this purpose and a 
Fellowship grant including travelling expenses, subsistence 
allowance and a basic salary will be paid, 

Applications, giving the names of 3 referers, must be aub- 
mitted on a special form tu be obtained from the undersigned, 
The closing date will be 3rd March, 1956, 

Gi. A. PHALP, Seeretary to the Hoard of Governors, 

The Queen Elizabeth Hospital, Lirmingham, 15, 


HEMEL HEMPSTEAD, HERTFORDSHIRE. wesT 
HERTS HOSPITAL Locum ANAESTHETIST (Senior Hospital 
Medical Officer) required Sthet&th Mareh (inclusive), 

Apply at once to the Llospital Seeretary 
MANCHESTER REGIONAL HOGPITAL BOARD, Whole- 
time NON-RESIDENT ASSISTANT PATHOLOGIST (Senior 
Hoapital Medical Officer) to the Lancaster and Kendal Hospital 
Centre Caboratorios at the Royal Lancaster Infirmary, Lan- 
caster, and the Weatmorland County Hospital, Kendal), General 
experience essential but special experience in bacteriology 
desirable. Appointee will work under general guidance of a 
Consultant, 

Application furma from the Senior 
Officer to the HKoard, Choetwood-road, 
returned by 20th February, 1056, 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROVAL EVE HOSPITAL. Applications are invited 
for the post of Full-time SENIOR HOSPITAL MEDICAL 
OFFICER (non-resident). Previons experience in ophthalmology 
eascntial. The terms and conditions of service for hospital 
medical and dental staffs will apply. 

Applications to be made on forms obtainable from the under- 
aligned as soon as possible. 

F. J. CABLE, Secretary to the Board of Governors. 


L.C.C, 


Administrative Medical 
Manchester, 8, to be 
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fur Infectious Diseases (Senior Hospital Medical Officer scale) 
for duties mainly at the Seacroft Hospital, Leeds. The successful 
candidate will work under the supervision of the Consultant 
in Infectious Diseases and will be required to reside at the 
Hospital. 

Applications (12 copies), stating age, qualifications, and 
details of appointments held showing dates, with names and 
addresses uf 3 referees, to the Secretary, Park-parade, Harrogate, 
by 28th February, 1956. 


LIVERPOOL REGIONAL HOSPITAL BOARD. Walton 
HOSPITAL. Applications are invited for the post of Part-time 
ASSISTANT OPHTHALMOLOGIST (Senior Hospital Medical 
Officer) giving 3 notional half-days weekly at the above Hospital. 
The successful candidate will work under the direction of the 
Consultant Ophthalmologist. 

Forms of application from, and to be returned to, Dr. T. 
Lloyd Hughes, Senior Administrative Medical Officer, Liverpool 
Regional Hospital Board, 19, James-street, Liverpool, 2, to be 
received not later than 25th February, 1956. 

VINCENT COLLINGE, Secretary to the Board. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Maximum 
Part-time CONSULTANT ANASSTHETIST required with 
duties in Grimsby and Louth. 

Application forms and further details from Senivr Administra- 

tive Medical Officer, Sheffield Regional Hospital KRoard, Old 
Fulwood-read, Sheffield, 10. Forms to be returned by 3rd March, 
1956. 
SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. Radiology—Perth Area. Applications are invited for an 
appointment as ASSISTANT RADIOLOGIST in the Perth Area 
in which the main hospitals are Perth Koyal Infirmary (272 
Beds) and Bridge of Earn (General) Hospital (806 Beds). Salary 
£1500 (at age 32)-£50-£1950. Other conditions of service in 
accordance with national agreement. 

Further particulars and forms of application from the Secretary 
to the Board, 430, Blackness-road, Dundee, with whom gpplica- 
tions must be lodged not later than 4th March, 1956. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited from re for 
the k. hole-time appointment of PHYSICIAN-SUPERIN- 
TENDENT (Consultant grade) to the Rosslynice and Hadding- 
ton Me ntal Hospitals. 

Applications, giving particulars of age, previous experience, 
and qualitications, together with the names of 3 referees, should 
be submitted, within 30 days of the appearance of this advertise- 
ment, to the Secretary, South-Eastern Kegiona) Hospital Board, 
Scotland, 11, Drumsheugh-gardens, Edinburgh, 3, from whom 
further particulars can be obtained. 


SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appoint- 
ments :— 

Amended Advertisement 

CONSULTANT RADIOLOGIST for duties at the Royal 
Maternity Hospital and the Western Infirmary, Glasgow. The 
appointment will be whule-time or on the maximum part-time 
basis of 9 nutional half-days per week. 

Whole-time ASSISTANT ANAESTHETIST based at the Royal 
Infirmary, Stirling. Salary (at age 32 and over) on the scale 
£1500-—-£50-£19050. 

Whole-time ASSISTANT ORTHOPACDIC SURGEON for the 
Glasgow Loyal Infirmary Orthopedic Sector. with duties 
principally at Law Hospital, Carluke. Salary (at age 32 and 
over) on the seale £1500-€50-€1950. 

These appointments are subject to the National Health 
Service (Scotland) superannuation regulations. 

Aplications (16 copies), stating date of birth, qualifications, 
experience. present appointment, and the names of 3 referees, 
to reach the Seervtary, Western Kegional hospital Board, 64, 
West Kexgent-street, Glasgow, not later than 30 days after the 
publication of this advertisement. 


NEW ZEALAND. THE OTAGO HOSPITAL BOARD. 
MEDICAL UNIT, DUNEDIN HOSPITAL AND UNIVERSITY OF OTAGO, 
SENIOR ASSISTANT on the Clinical and Teaching Staff. 
Applications are invited for the position of Senior Assistant on 
the Medical Unit, Dunedin Hospital and University of Otago 
from persons holding a degree in Medicine of an approved 
University and who either ; 

(a) hold a higher qualification and have had 2 or more years 
practical experience in medicine ; or 

(+) have been qualified for 6 years or more and have had 
3 years or more practical experience in medicine, 

The Senior Assistant ranks as Lecturer or Senior Lecturer 
in Medicine and as a Junior Specialist and the salary payable 
ja that under the Llospital Employment (Medical Officers’) 
Regulations, viz. : 21200-81590 by annual increments of £50 
plus General Wage Increase of £81 7a. p.a. The commencing 
rate of salary within the seale, will be that determined by the 
Medical Officers’ Salaries Grading committee in accordance 
with the qualifications and experience of the appointee, 

Applicants should have a good background in medicine 
and have had some teaching experience, The position is non- 
resident, is full-time and private practice la not permitted, 

Conditions of appointment and application forms may be 
obtained from the Office of the High Commissioner for New 
Zoaland, 415, Strand, London, or from Tuk Lancet Office, 
7, Adam-street, Adelphi, London, W.C.2. Travelling expenses 
will be paid in accordance with the table set out in the Conditions 
of Appointment. 

Applications, stating age, qualifications and experience 
together with Health and Radiological Certificates and testi- 
monials will be received by the undersigned up to 10 a.m. on 
Monday, J April, 1956, 

W. A. WILLIAMSON, Secretary, Otago Ilospital Board. 
P.O. Box. 046, Dunedin, New Zealand. 
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SHEFFIELD REGIONAL HOSPITAL BOARD. Regional 
BLOOD TRANSFUSION CENTRE, Northficld-road, SHEFFIELD, 10. 
Whole-time NON-RESIDENT DEPUTY DIRECTOR required 
for Regional Blood Transfusion Service. Salary scale £1500-£50-— 
£1950. 

Application forms and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital Buard, Old Ful- 
wood-road, Sheffield, 10. Forms to be returned by 25th February. 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time CONSULTANT PSYCHIA- 
TRIST at Holloway Sanatorium, Virginia Water, Surrey. Candi- 
dates should possess D.P.M. and a higher medical! qualification is 
desirable. 

Applications (5 copies), giving date of birth, qualifications, 

experience, and names of 3 referees, to Secretary (S.1), South 
West Metropolitan Regional Hospital Board, 114, Portland- 
place, W.1, by 3rd March, 1956. Applicants may visit Hospital 
by local arrangement. 
DUBLIN. NATIONAL MASS-RADIOGRAPHY ASSO- 
CIATION, LIMITED. 37 39, Tara-street, DUBLIN. The Directors 
of the above Association invite applications from Radivlogists, 
holding the D.M.R. or D.M.R.E. for the whole-time post of 
ASSISTANT MEDIC AL DIRECTOR in Dublin. The appoint- 
ment is tenable for 5 years. Salary £1400 p.a. Duties will 
include the interpretation of 70 mm. X-ray film. 

Application forms may be obtained from the Secretary, 
37/39, Tara-street, Dublin. 


Hospital Services : Junior Appointments 


CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER required in Obstetric and 
Gynecological Department. Post recognised for D.Obst. 
R.C.0.G. and M.R.C.0.G. Appointment for 6 months from 
7th March, 1956. 

Applications, with copies of 2 testimonials, to Medical Director 
by llth February, 1956. 


CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER (pre-registration), required in 
General Medical and Cardiological Department. Appointment 
for 6 months from 22nd March, 1956. 
Applications, with copies of 2 testimonials, to Medical Director 

by llth February, 1956. 
CENTRAL MIDOLESEX HOSPITAL, Park Royal, N.W. 10. 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
REGISTRAR required in Department of Physical Medicine, 
Central Middlesex Hospital (726 Beds). Whole or 9 sessions, 
non-resident appvintment. Appvintment offers broad experience 
in all branches of this specialty and close contact with general 
medical problems. Possession of Part I of D.Phys.Med. an 
advantage. Hospital may be visited by direct appointment. 

Application forms from, and returnable to, Secre tary, Central 
Middlvusex Group Hospital Management Committee, Park Royal, 
N.W.10. by 14th February, 1956. 
ELIZABETH GARRETT ANDERSON HOSPITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Applica- 
tions are invited from registered Women medical practitioners 
for the post of RESIDENT PATHOLOGIST. Salary in accord- 
ance with Ministry of Health scale for Senior House Officers, 
The appointment is for 6 months in the first instance. Duties to 
commence Ist April, 1956. 

Applications, with copies of 3 recent testimonials, should be 
sent to the Secretary, Elizabeth Garrett Anderson Hospital, by 
Sth February, 1956. 


ELIZABETH GARRETT ANDERSON 4 yg ht 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Apptica- 
tiuns are invited from pre-registration and registered 7 omen 
medical practitioners for the post of HOUSE SURGEON to 
Gymecological Department (recognised for M.R.C,0.G,). Duties 
to commence tat April, 1956. Appointment for 6 months, 
Salary in accurdance with Ministry of Health scale for Llouse 
Officers. 

Applications, with copies of 3 recent testimonials, should be 
gent to the Secretary, Elizabeth Garrett Anderson Hospital, by 
8th February, 1956. 


NEW END HOSPITAL, N.W.3. Junior Hospital Medical 
OFFICE! required for duty as Casualty Officer 

Applications, giving age, qualifications, &«., together with 
copies of 2 recent testimonials and name of 1 referee, to Surgeon. 
Superintendent, New End Hospital, Hampstead, London, N.W.3, 
by 20th February, 19456, 


HACKNEY HOSPITAL, London, €.9. (General—841 
Beda.) Applications from registered practitioners for the 6 
months resident appointment of CASUALTY OFFICER AND 
E.N.T. HOUSE SURGEON (House Officer grade), should 
be sent immediately to Secretary, above address, quoting 
HH/CHO 
HAMPSTEAD GENERAL HOSPITAL, Haveretook Hill 
N.W.3. (ROVAL FREE HOSPITAL GROUP.) Applications are invited 
for the post of SENTOR MEDICAL REGISTRAL at the above 
Hoapital, Candidates should be registered medical practitioners 
and members of the Royal College of Physicians, The appeie: 
ment Is for | year in the first instant commencing Ist June, 195¢ 
Applications, together with names of 3 referees, to be sent S 
the Secretary by 17th February, 1956, 


gat ne GENERAL HOSPITAL, Maverstock Hill, 
a, (ROVAL FREE UWOSPITAL GROUP.) Applications are 
Beod for the bt itt d pre registration posts : 
HOUSE PHYSICIA 
HOUSE 8U RGEON. 
Both vacant Ist April, 1956, and tenable for a period of 6 months. 
Application forms may be obtained from the Secretary, to 
whom they should be returned, together with copies of 3 recent 
testimonials, by 24th February, 1956. 











HAMPSTEAD GENERAL HOSPITAL, Haverstock Hill, 
N.W.3. (KOYAUT FREE HOSPITAL GROUP.) Applications are 
invited from registered medical practitioners fur the post of 
RESIDENT CASUALTY OFFICER (graded as Senior House 
Officer). Salary £745 p.a. Vacant Ist April, 1956, tenable for a 
period of 6 months at the main Outpatients Department, 
Bayham-street, N.W.1. 

Application forms may be obtained from the Secretary, to 
whom they should be returned, together with copies of 3 recent 
testimonials, by 24th February, 1956 


HOSPITAL OF ST. JOHN AND ST. ELIZABETH, 
60, Grove End-road, London, N.W.8. Applications are invited 
from pre-registration or registered medical practitioners (Male) 
for the appointment of HOUSE SURGEON, to become vacant 
on Thursday, 5th April, 1956. This post is recognised for 
purposes of the F.R.C.S. (Eng.). Appointment will be for a 
period of 6 months. National Health Service salary. 
Applications should reach the Secretary on or before Saturday, 
25th February, together with copies of 3 recent testimonials. 


LEWISHAM GROUP LABORATORY, Lewisham Hos- 
PITAL, London, 8S.E.13. Applications are invited for the resident 
post of SENIOR HOUSE OFFICER in Pathology. Tenable 
for 1 year. Salary £745 p.a., less £150 for residential emoluments. 

Applications, stating age, qualifications and experience, 

with copy testimonials or names of referees, to Secretary, 
Group Offices, Lewisham Hospital, S.E.13. 
LONDON CHEST HOSPITAL. Hospitais for Diseases of 
THE CHEST. 2 vacancies occur Ist April, 1956, for RESIDENT 
HOUSE PHYSICIAN. Appointments for 6 months, 4 in London 
2 at the Country Branch, near Letchworth, and posts graded 
as House Officer. Duties include work in the Outpatient Depart- 
ment and Refill Clinic as well as in wards. 

Applications, stating date of birth, qualifications with dates, 
and previous appointments held, with copies of 3 testimonials, 
should reach the undersigned not later than 21st February. 

THOMAS BROWN, House Governor. 

London Chest Hospital, E.2. 

LONDON HOSPITAL, Whitechapel, E.1. Applications 
are invited for 2 CASUALTY OFFICER appointments (graded 
Senior House Officer) becoming vacant on Ist March, 1956. 
The appoiutments will be for 6 months renewable for a further 
period of 6 months at a salary of £745 p.a. The appointments 
are recognised for the F.R.C.S. Preference will be given to 
those trained at The London Hospital. 

Applications (6 copies), together with 6 copies of 3 recent 
testimonials, should be received by the House Governor (from 
whom further particulars may be obtained) by 10th February, 

956. H. BRIERLEY, House Governor. 


LONDON JEWISH HOSPITAL, Stepney Green, €.1. 
(130 Beds.) Applications are invited fur the post of RESIDENT 
SENIOR HOUSE OFFICER (Surgical Department). Post 
vacant 16th February, 1956. Salary, &c., in accordance with 
national scale. 

Applications, with copies of testimonials, to be sent to the 

Hospital Secretary. 
MEMORIAL HOSPITAL, Shooters Hill, Woolwich, 
S.E.18. SENIOR HOUSE OFFICER (Casualty Department), 
vacant 17th March. Recognised for F.R.C.S. 6 months resident 
appointment and may then be renewed. Salary £745 p.a., less 
£150 p.a. for residence. 

Apply to Secretary. 

MILE FND HOSPITAL, Bancroft-road, London, €.1. 
(475 Beds.) HOUSE SURGEON (pre- or post-registration). 
Post vacant 8th March, 1956. Post recognised by Loyal College 
of Surgeons. 

Application forn.s obtaifiable from Physician-Superintendent, 
to be returned by 17th February, 1956, with copies of nut more 
than 3 testimenials 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
RESIDENT HOUSE ANASSTHETIST (House Officer), required 
for 15th Mare W . (piontle appointment. Post recognised for 
D.A. and F.F. C.8. Whole-time duties under supervision 
of Senior Anm i mes eg 

Applications, stating age, nationality, qualifications, experi- 

ence, with copies of recent testimonials, to Secretary of Llospital, 
by 14th Februery, 
QUEEN ELIZABETH HOSPITAL FOR CHILDREN 
MANAGEMENT COMMITTER, Hackney-road, E.2, Shadwell, E.1, 
and BANSTKAD Wwoonpssunrney, HOUSE OFFICE. Appoint- 
ment will be made for 2 consecutive periods of 6 months com- 
mencing at Hackney-road Ist April, 1056, First period as 
House Physician and second as House Surgeon and Casualty 
Officer, 

Application forma may be obtained from the Secretary at 
Hackney-road, and should be returned with copies of not more 
than 3 testimonials on or before 20th February, 1956, 


QUEEN ELIZABETH HOSPITAL FOR oes 
MANAGEMENT COMMITTEE, Hackney-road, K.2, Shadwell, E.1 
and KANSTEAD WOOD, SURREY, RESIDENT MEDICAL 
OFFICERS (2) (Male or Female), graded Senior House Officer 
required, | at Hackney-road and | at Kanstead Wood, Applica- 
tions are invited for the above appointments to become vacant 
lst April, 1956, Candidates must have had experience in the 
treatment of sick children. The appulntments will be for 1 
year in each caac, 

Application forma may be obtained from the Secretary 
at Hackney-road aud should be returned with copics of not more 
than 3 testimonials vot later than 20th February, 1956. 
QUEEN MARY'S HOSPITAL (Roehampton), London, 
S.W.15. (532 Beds.) JUNIOR HOSPITAL MEDICAL 
OFFICER (Tropical Unit) required immediately at above War 
Pensioners’ Hospital. National Health Service terms and 
conditions. 

Forms of application may be obtained from the Medical 
Superintendent. 
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PADDINGTON GENERAL HOSPITAL, Harrow-road, 
W.9. (582 Beds.) Applications are invited for the post of Whole- 
time NON-RESIDENT SURGICAL REGISTRAR. Ward and 
outpatient duties. Teaching of medical] students from St. Mary’s 
Hospital Medical School. Hospital may be visited by direct 
appointment. 
Application forms returnable to, 
Harrow- 


obtainable from, and 
Secretary to Committee, Paddington General Hospital, 
road, W.9, by 20th February, 1956. 

PADDINGTON GENERAL HOSPITAL, Harrow-road, 
W.9. (582 Beds.) Applications are invited to fill the post of 
SENIOR HOUSE OFFICER (tuberculosis) commencing 3rd 
April, 1956. 

Applications, stating age, qualifications and experience 
together with names and addresses of 2 re ferees, to be forwarded 
to Secretary to Committee by 14th February, 1956. 
REGIONAL NEUROSURGICAL CENTRE. 
BROOK GENERAL HOSPITAL, Shooters Hill-road, S.E.18. SENIOR 
HOUSE OFFICER (neurosurgery), vacant early February. 
Post recognised for F.R.C.S. and provides excellent opportunity 
for training in neurology. 

Apply to Group Secretary, 

S.E.18. 
ROYAL FREE HOSPITAL. Applications are invited for 
the post of FIRST ASSISTANT (Senior Registrar grade), to the 
Department of Cardiology at the Royal Free Hospital. Appli- 
cants must be registered general medical practitioners and have 
held a post of Senior Registrar in Medicine for a period of 4 years. 
Membership of the Royal College of Physicians is essential. 
The appointment is full-time, non-resident, and for 1 year in the 
first instance, duties to commence on Ist May, 1956. Salary and 
conditions of service in accordance with those laid down by the 
Ministry of Health. 

Formal application, giving names of 3 referees, should be 
made to the Secretary to the Board of Governors, The Royal 
Free Hospital, Gray’s Inn-road, W.C.1, before Ist March, 1956. 
ST. JAMES’ HOSPITAL, Balham, London, 8S.W.12. 
Locum SENIOR HOUSE OFFICER (casualty), non-resident, 
required from 26th March to 8th April. 

Applications, giving full particulars, and names of 2 referees, 

te Group Secretary, at above address, by 15th February. 
ST. LEONARD’S HOSPITAL, Nuttalli-street, London, 
N.1. (Acute General—182 Beds.) Applications are invited from 
registered or provisionally registered practitioners for the post 
of HOUSE SURGEON for 6 months commencing February, 
1956. 

Applications, with 2 recent testimonials, 
Hospital Secretary by Lith February, 1956. 
ST. PETER’S, ST. PAUL’S AND ST. PHILIP’S HOS- 
PITALS. RESIDENT SURGICAL OFFICER (Registrar grade) 
required for St. Philip’s Hospital on Ist April, or earlier by 
arrangement. Appointment for 6 months with opportunity 
for extension. 

Apply in writing (12 copies), and names of 2 referees, bo the 
House Governor, St. Peter's Hospital, Henrietta-street, W. 
Closing date 25th February, 1956. 

ST. TERESA’S MATERNITY HOSPITAL, The Downs, 
Wimbledon, 8.W.20. (40 Beds.) Applications are invited for the 
appointment of RESIDENT OBSTETRIC HOUSE OFFICER 
for 6 months in the first instance, commencing on 13th February. 
Salary £425-—€745 according to experience. Emoluments deducted 
according to usual scale. Self-contained flat available in Hospital 
grounds. This post is ideal for those studying for higher degrees. 

Applications, stating age, qualifications, nationality, and 

experience to the Secretary. 
SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
from pre-registration and registered Women medical practi- 
tioners for the post of HOUSE PHYSICIAN, vacant on 12th 
April, 1956, for a period of 6 months. 

Forms of application from the Secretary. 

SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
from registered Wome : Se rs for the post of Part-time 
NON-RESIDENT C ALTY OFFICER (Senior House 
Officer grade) to atte ~ e ten morning. The appointment is for 
a period of 6 months commencing 13th April, 1956. 

Forms of application from the Secretary. 

SOUTH WESTERN HOSPITAL, Landor-road, S.W.9. 
RESIDENT HOUSE OFFICER (Senior House Officer grade) 
required to take charge of 32 surgical beds under the direction 
of the Surgical Consultant of Lambeth Hospital, Kennington ; 
also to work under the E.N.T. Surgeon at the South Western 
Hospital. 

Forms of application from the Group Secretary, Lambeth 
Giroup Hospital Management Committee, Renfrew-road, S.E.11. 
UNIVERSITY COLLEGE HOSPITAL, Gower- street, 
W.C.1, Applications are invited for the post of MEDICAL 
REGISTRAR. Post will be graded Registrar or Senior House 
Officer according to the qualifications and experience of the 
successful candidate. 

Applications, with names of 2 referees, to 
Secretary by 15th February, 1956. 
WANSTEAD HOSPITAL, Hermon Hill, 
(191 Beds.) HOUSE SURGEON yoqguived. 
March, 1956. Recognised for F.R.C.S. 

Applications, with full details we copies of 2 recent testi- 
monials, should be sent immediately to the Secretary, Hospital 
Management Committee, Forest Group, Langthorne-road, E.11. 
WEST END HOSPITAL FOR NEUROLOGY AND 
NEUROSURGERY, 91, Dean-street, W.1. Applications are invited 
for the post of SENIOR HOUSE PHYSICIAN (organic 
neurology ). 

Applications, stating age, 
together with the names and addresse 
forwarded to the Hospital Secretary by 13th February, 


(66 Beds.) 


Memorial Hospital, Woolwich, 


to be sent to the 


Administratur and 


London, €.11. 
Post vacant 12th 


qualifications, and experience, 
ss of 2 referees, to be 
1956. 
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THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be vacancies for the following 


ee onan Officers = 15th May, 1956 :— 
1 USE PHYS 
1 Hou SE SURG LON to the Orthopeedic and Plastic Depart - 
ments. 


Further particulars and form of application, which must be 
returned not later than 12th March, 1956, are obtainable from 
the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 
WESTERN HOSPITAL, Seagrave-road, Fulham, 8.W.6. 
FULHAM AND KENSINGTON HOSPITAL MANAGEMENT COMMITTEE. 


SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
Applications are invited for appointment at above Hospital 
as REGISTRARS (infectious diseases)—2 positions. Posts 


vacant end of March, 1956. The Hospital is the Regional Centre 
for the treatment of respiratory complications of poliomyelitis. 
and has facilities for research. Candidates may visit the Hos- 
pital by arrangement with the Physician-Superintendent. 
Applic ations (5 copies), to be submitted by 17th February, 
1956, on forms obtainable from, and returnable to, Group 
Secretary (L.10), 5, Collingham-gardens, London, §.W.5. 


WEST LONDON HOSPITAL, Hammersmith-road, W.6. 
RESIDENT HOUSE SURGEON (general and genito-urinary ) 
required Ist April. Pre-registration candidates considered. 

Applications, stating age, qualifications, experience, copies of 2 
recent testimonials, to Secretary by 13th February. 
WESTMINSTER HOSPITAL, St. John’s-gardens, S.W.1. 
Applications invited for the post of SENIOR REGISTR an in 
Orthopeedics, for 1 ag gy the first instance, from Ist April, 1956. 
Candidates must be F.R. 

Applications (12 Bb n'y with names of 2 
Governor by 14th February. 
WHIPPS CROSS HOSPITAL, London, E.11. Leytonstone 
(No. 10) HOSPITAL GROUP. Applications are invited for the post 
of SENIOR HOUSE OFFICER in the E.N.T. and Ophthal- 
mology Departments at above Hospital. 


referees, to House 


Application forms from the Hospital Secretary to be returned 
by 14th February, 1956. 
WHIPPS CROSS HOSPITAL, London, E.11. Applications 


are invited from fully registered medical practitioners for the 
post of HOUSE SURGEON (Orthopedic Department ). Post 
recognised for the F.R.C.S. and vacant on 25th February. 
Application forms from the Hospital Secretary to be returned 
by 2ist February, 1956. 
WHIPPS CROSS HOSPITAL, London, E.11. Applications 
are invited from fully registered medical practitioners for the 
post of HOUSE PHYSICIAN (general medicine). Post vacant 
end of March. 
Application forms from the Hospital Secretary to be returned 
by 2ist February, 1956. 
ABERYSTWYTH GENERAL HOSPITAL. Mid-Wales 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of SENIOR HOUSE OFFICER at the above 


Hospital. Post recognised for F.R.C.S. Vacant immediately. 
The post is resident. 

Applications, stating age, nationality, qualifications, and 
experience, accompanied by copies of 2 recent testimonials, 


* Orlandon,”’ 31, North- 


should be sent to the Group Secretary, s1, 
publication of 


parade, Aberystwyth, within 14 days from the 
this advertisement. 

ASHFORD HOSPITAL, Ashford, Middlesex. (560 Beds.) 
STAINES GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, 
RESIDENT HOUSE OFFICER (Male) for general medical and 
surgical duties. 6 months appointment, not suitable for pre- 
registration candidates. 

Applications, stating age, qualifications, and experience, with 
copies of up to 3 recent testimonials, to Medical Director of 
Hospital. 

ASHFORD HOSPITAL, Ashford, Middlesex. Staines 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, 2 RESI- 
DENT HOUSE SURGEONS (Male) for general surgical duties 
6 months appointments vacant (1) on 5th March and (2) on 
8th March, 1956. Preference given to pre-registration candidates. 

Applications, stating age, qualifications, and experience, with 
copies of up to 3 recent testimonials, to Medical Director of 
Hospital immediately. 


ASHFORD HOSPITAL, Ashford, Middlesex. Staines 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, RESI- 
DENT SENIOR HOUSE OFFICER (Male) for wards dealing 
with tuberculosis and diseases of the chest (56 Beds) and some 
outpatient work. Post vacant 14th March, 1956. 

Applications, stating age, qualifications and experience, with 

copies of up to 3 recent testimonials, to Medical Director of 
Hospital. 
ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. JUNIOR HOSPITAL MEDICAL OFFICER 
required to assist Consultant Geriatrician in a developing unit 
which serves the catchment area of the Hospital Management 
Committee, with main duties at Ashton-under-Lyne General 
Hospital. There is full scope for the study of clinical medicine 
and the post is suitable for a young Physician wishing to work 
for higher qualific ations or interested in social medicine. Salary 
£775-£1075 p.a. by annual increments of £50. 

Applications, together with 2 references, to the Group Secre- 
tary, General Hospital, Ashton-under-Lyne, Lancs. 
AYLESBURY, BUCKINGHAMSHIRE. TINDAL GEN- 
ERAL HOSPITAL. HOUSE SURGEON (Male or Female). 
Pre-registration post, but registered practitioners invited to 
apply. The post offers wide experience of general surgery 
with operative —— ; recognised for F.R.C.8. Vacant 12th 
March, 56. The acute Surgical Unit consists of 95 Beds. 
No casualty department. 

Please apply, with 2 copies of 2 testimonials, to the Adminis- 
trative Officer as soon as possible. 
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AYLESBURY, BUCKINGHAMSHIRE. ROYAL BUCK- 
INGHAMSHIRE HOSPITAL. CASUALTY OFFICER (Senior House 
Officer) required Ist March. A flat is available at low rental. 

Apply, with 2 copies of testimonials, to Secretary-Superin- 

tendent. 
AYLESBURY, BUCKINGHAMSHIRE. STOKE MANDE- 
VILLE HOSPITAL. (609 Beds.) HOUSE PHYSICIAN for the 
Peediatric Department. The post qualifies for D.C.H. Duties 
will include care of children in Infectious Diseases Unit, Plastic 
Unit, and Outpatients Department, Royal Buckinghamshire 
Hospital. Recognised pre-registration post ; applications from 
registered practitioners will be considered. Post vacant 11th 
March, 1956. Interview 16th February, 1956. 

Apply, with copies of 2 testimonials, to the Administrative 
Officer. 
ABERDEEN. ROYAL ABERDEEN HOSPITAL FOR 
SICK CHILDREN. 2 HOUSE SURGEONS (pre- or post-registra- 
tion) required immediately. 1 post offers experience in general 
pediatric surgery and the other in E.N.T. work 

Applications, with full details, to the Group Medical Super- 

intendent, Royal Aberdeen Hospital for Sick Children, West burn- 
drive, Aberdeen. 
BARROW AND FURNESS HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for a resident post of 
SENIOR HOUSE OFFICER in the Obstetric and Gynecology 
Department based at the Risedale Maternity Hospital, Barrow- 
in-Furness. Approved for D.Obst.R.C.0.G. Post available 
approximately Ist March. 

Applications to the Group Secretary, 52, 
Barrow-in-Furness. 

BATH. ST. MARTIN’S HOSPITAL. Applications are 
invited from medical practitioners for the post of HOUSE 
SURGEON (orthopedic and traumatic) at above Hospital. Post 
offers opportunity not only in traumatic surgery but in ‘cold’ 
orthopedics and surgery of arthritis. Post is recognised under 
F.R.C.S. regulations and for pre-registration purposes. 

Applic ations, stating age, qualifications and experience with 
2 testimonials, should be forwarded to the Group Secretary, 
Bath Hospital Management Committee, Manor Hospita!, Combe 
Park, Bath, by 11th February, 1956. 

BATLEY, YORKSHIRE. THE GENERAL HOSPITAL. 
Applications are invited for the following aupetntens nts :— 
HOUSE OFFICER (orthopedic and E.N.T. 
ISE OFFICER (surgery and po Boome H, ). 
ications, giving full details, should be sent to the 
Administrative Officer at the Hospital as soon as possible. 


BIRMINGHAM. RUBERY HILL HOSPITAL. (950 Beds.) 
Applications invited for post of REGISTRAR (Male or Female), 
resident or non-resident. Valuable experience provided in the 
investigation, diagnosis and treatment of all forms of psychiatric 
illness. Ministry of Health terms and conditions of service. 

Applications, stating name, age, nationality, qualifications, 
experience, and providing the names of 3 referees, to be sent as 
soon as possible to the Group Secretary, Offices of the Group 
Hospital Management Committee, Rubery Hill Hospital, 
Birmingham. 
BIRMINGHAM ACCIDENT HOSPITAL, Birmingham, 15. 
(215 Beds.) RESIDENT HOUSE SURGEON, vacant Ist 
March. Recognised for F.R.C.S. Appointme nt for 6 months in 
General Accident Service and (at applicant’s request) includes 
period in 32-Bedded Burns Unit. 

Apply Administrator, naming 2 referees. 


BIRMINGHAM, 9. LITTLE BROMWICH GENERAL 
HOSPITAL. HOUSE SURGEON (Male/Female) vacant at present. 
Recognised as pre-registration appointment. 

Apply Physician-Superintendent with copies of 2. testi- 
monials or names of referees. 


BIRMINGHAM, 9. LITTLE BROMWICH GENERAL 
HOSPITAL. PASDIATRIC HOUSE PHYSICIAN (Male Female), 
vacant Ist April, 1956. Recognised for D.C.H., includes dut ies 
in infectious diseases wards and at Neonatal Department and 
clinics. 

Apply Physician-Superintendent. 

BIRMINGHAM, 15. ROYAL ORTHOPADIC HOS- 
PITAL. (Recognised by Royal College of Surgeons. 336 Beds 
for long and short term orthopedic cases (non-traumatic) 
and extensive ont patient services.) SENIOR HOUSE OFFICER 
(resident). Residential charge £190 p.a. lKegistered medical 
practitioner preferably with orthopaedic experience. 

Applications, with testimonials or names of referees, to 

Administrator. 
BRAINTREE, ESSEX. BLACK NOTLEY HOSPITAL. 
(528 Beds.) Applications invited for post of HOUSE OFFICER 
(orthopedic surgery). First, second, third, or pre registration 
post ; tenable for 6 months. Recognised for F.R.C. 

Applications, with copies of 3 testimonials, to Group Secretary, 
Colchester Hospital Management Committee, 14, Pupe’s-lane, 
Colchester, Essex. sane 
BRAINTREE, ESSEX. BLACK NOTLEY HOSPITAL. 
Applications invited for posts of HOUSE SURGEON and 
HOUSE PHYSICIAN. The successful applicant will serve 
6 months as House Surgeon followed by 6 months as House 
Physician. First, second, third, or pre-registration posts. 
Surgical post includes duties in general surgical and gynimeco- 
logica) wards. Recognised for F.R.C.S. Medical post includes 
duties in medical and peediatric wards. 

Applications, with copies of 3 testimonials, to Group Secretary, 
Colchester Hospital Management Committee, 14, Pope’s-lane, 
Colchester, Essex. 

BRIGHTON AND LEWES HOSPITAL MANAGEMENT 
COMMITTEK. Immediate vacancy for Locum KEGISTRAR in 
Orthopedics for a period of about 2 months. 

Further details may be obtained from the Secretary, Royal 
Sussex County Hospital, Eastern-road, Brighton (Phone: 
Brighton 29155). 


Paradise-street, 











BRIGHTON. NEW SUSSEX HOSPITAL FOR WOMEN, 
Windlesham-road. Locum HOUSE SURGEON (Female). 
Senior House Officer grading, required for the period 12th—25th 
March, 1956. Salary at the rate of £14 10s. per week, less 
residential emoluments. 

Applications, with full particulars, to be sent to the Adminis- 
trative Officer before 14th February, 1956 
BRIDGE OF EARN HOSPITAL, Perthshire. Applications 
are invited for the post of SENIOR HOUSE OFFICER in the 
— ew De pant ment. The post is recognised for the D.A. 
and F.F.A.R.( 

Applic oe ‘giving details of age, qualifications, experience, 
and names of 2 referees, should be sent to the Group Medica! 
Superintendent, Perth Royal Infirmary, Perth. 


BLACKPOOL AND FYLDE HOSPITAL MANAGEMENT 
COMMITTER. ANAESTHETIST (Junior Hospital Medical Officer 
grade). The post which is recognised for the D.A. involves 
undertaking duties at hospitals within the Group but the main 
duties are at the Victoria Hospital, Blackpool. New establish- 
ment includes 2 Senior House Officer posts. Residence in Hos- 
pital optional. Tenure limited to period of 4 years but holder 
eligible for reappointment. 

Applications, giving details of age, qualifications and experi- 
ence, together with the names and addresses of 3 referees, should 
be addressed to the Group Secretary 
BLACKPOOL. VICTORIA HOSPITAL. Blackpool and 
FYLDE HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER (ophthalmics). Applic ations are invited for this pust 
(available from Ist April) which is recognised for the D.O.. 
D.O.M.S. and F.R.C.S. under para. 23 (6) Ophthalmology. 
Modern well-equipped hospital serving the whule of the blac 
poul and Fylde area. Non-resident post but single accommoda 
tiun available at Hospital if desired. 

Applications, stating age, qualifications and experience 

and giving the names and addre sses of 3 referees. should bi 
addressed to the Group Secretary. 
BROMSGROVE GENERAL HOSPITAL, Worcestershire. 
(423 Beds.) HOUSE OBSTETRICIAN AND GYNAECO- 
LOGIST (pre-registration) required at the above Hospital, at 
present 33 maternity, 14 gynecological beds. Post vacant 
early February. 

Applications, with the names of 3 referees, to the Hospital 

Secretary. 
BROMSGROVE GENERAL HOSPITAL, Worcestershire. 
(423 Beds.) Locum HOUSE OBSTETRIC LAN AND GYN2XCO 
LOGIST (pre-registration) required at the above Hospital, at 
present 33 maternity, 14 gynecological beds. Post vacant 
early February. 

Applications, ‘with the names of 3 referees, to the Hospital 

Secretary. 
BROXBURN, WEST LOTHIAN. BANGOUR GENERAL 
HOSPITAL. GENERAL SURGICAL UNIT. Applications are invited 
for appointments as HOUSE OFFICERS in the General Surgical 
Unit of Bangour General Hospital Broxburn, which is 15 miles 
from Edinburgh. Pre-registration posts. Salary and conditions 
of service will) be in accordance with the regulations. 

Applications, giving age, qualifications and particulars of 

previous experience, if any, should be lodged with the Group 
Secretary and ‘Treasurer, Board of Management, Bangow 
Hospital, Broxburn, West Lothian. 
BRISTOL. COSSHAM AND FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE. Immediate vacancies for HOUSE 
SURGEONS in General Surgery at Cossham Memorial Hospital 
(88 Beds) and at Frenchay Hospital (513 Reds.) Tenure 6 
months. Recognised pre-registration posts but fully registered 
practitioners will also be considered. Appointments are recog 
nised for F.R.C.S. examinations. 

Apply to Group Secretary, Frenchay Hospital, Bristol, 
quoting qualifications, experience and names of 2 referees. 


BRISTOL. THE BOARD OF GOVERNORS OF THE 
UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN REGIONAI 
HOSPITAL BOARD. Applications are invited by the above Boards 
from registered medica! practitioners for the joint appointment 
of REGISTRAR in General Surgery. The appointment will be 
held for 1 year in the first instance and be renewable for a 
further year. The successful candidate will be appointed to 
work for the first year mainly at the Royal Cornwall Infirmary. 
Truro, but may be required to undertake duties in other genera! 
hospitals in the Group. 

Applications, stating date of birth, qualifications and experi 
ence, together with the names and addresses of 2 referees, should 
be sent to the Secretary of the Regional Hospital Board, 27. 
Tyndale Park-road, Bristol, 8, not later than 18th February 
1956. 

Intending applicants and others are also invited to undertake 

the post on a Locum Tenens basis. 
BRISTOL MENTAL HOSPITAL MANAGEMENT COM- 
MITTEE. BARROW AND FISHPONDS HOSPITALS. Applications 
invited from registered medical practitioners for appointment as 
SENIOR HOUSE OFFICER. Experience in ‘general medicine 
or neurology an advantage. The Group includes Modern Admis 
sion Units, Neurosis Centre, and Day Hospital, with Depart- 
ments of Applied Psychology, Electro-encephalography, and 
Biochemical Research. The appointment offers opportunities 
for experience in many aspects of acute and chronic psychiatric 
illness. 

Applications, giving details of experience and names of 3 

referees, should be sent to Medical Superintendent, Barrow 
Hospital, Barrow Gurney, near Bristol. _ 
BRISTOL (near). HAM GREEN HOSPITAL. Pill, near 
BRISTOL. Applications are invited for the post of SENIOR 
HOUSE OFFICER, in the tubercnlusis wards (188 Beds) of the 
above Hospital. The Hospital is fully equipped fur the modern 
treatment of pulmonary tuberculusis, including major thoracic 
surgery. 

Apply Secretary, Ham Green Hospital, Pill, near Bristol. 
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BRISTOL. SOUTHMEAD GENERAL HOSPITAL 
@ROUP MANAGEMENT COMMITTEE. Required at Southmead 
Hospital (571 Beds, including 133 maternity) RESIDENT 
SENIOR HOUSE OFFICER (urological surgery) for 12 months 
commencing immediately. Post recognised for F.R.C.S 
examination. 

Applications, to be submitted to the Group Secretary, 
Southmead Hospital, Bristol. 


BUSHEY MATERNITY HOSPITAL, Bushey, Hertford- 
SHIRE. RESIDENT OBSTETRIC HOUSE SURGEON for 
above Hospital. Post vacant 13th March, 1956. 6 months 
appointment. Post recognised for pre-registration and 
D.Obst.R.C.0.G. purposes. 

Applications, stating age, qualifications, experience and 
enclosing copies of up to 3 recent testimonials, to Medical 
Director, Edgware General Hospital, Edgware, Middlesex, by 
llth February, 1956. 

BUSHEY MATERNITY AND EDGWARE GENERAL 
HOSPITALS. NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Whole-time OBSTETRICAL AND GYNASCOLOGICAL 
REGISTRAR (resident) required at above Hospitals. 
M.R.C.O.G, desirable. Department has 130 obstetrical and 40 
gynecological beds. Post vacant 15th March, 1956. Hospitals 
may be visited by direct appointment. 

Application forms obtainable from, 
Secretary, Edgware General Hospital, 
14th February, 1956. 

Soe tare Mode KENT AND CANTERBURY HOS- 

AL. (277 Beds.) The post of GENERAL SURGICAL AND 
U ROL OGICAL HOUSE SURGEON (pre-registration or third 
post), which is recognised for the F.R.C.S., becomes vacant in 
the middle of March, 1956. National Health Service salary and 
conditions. 

Applications, together with copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 


CARDIFF. ROYAL HAMADRYAD GENERAL AND 
SEAMEN’'S HOSPITAL. CARDIFF HOSPITAL MANAGEMENT COM- 
MITTEE. RESIDENT SENIOR HOUSE OFFICER (medical) 
required at above Hospital, which caters for acute general 
medical and surgical cases. Hospital contains acute Medical 
unit, General Surgical and Genito-urinary Units and outpatient 
facilities, also certain amount of casualty work. Consultant 
staff drawn mostly frum United Cardiff Hospitals. Post for 1 
year and presents facilities for postgraduate study. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 


CARLISLE. CUMBERLAND INFIRMARY. (338 Beds.) 
There are vacancies for 2 HOUSE OFFICERS (general surgery). 
The posts are recognised for pre-registration purposes and for 
the F.R.C.S. examination. 

Applications, stating age, giving details of education, training 
and experience, together with the names of 2 referees, should 
be sent to the Group Secretary, Cumberland Infirmary, Carlisie, 
as soon as possible. 

CARSHALTON, SURREY. ST. HELIER HOSPITAL. 
SURGICAL REGISTRAR to the Thoracic Unit (non-resident), 
vacant carly March. Post recognised for F.R.C.S. 

Forms of application, returnable by 18th 
from the Group Secretary at above address, 
CHELMSFORD AND ESSEX HOSPITAL. Applications 
are invited for the resident post of CASUALTY OFFICER 
(Senior House Officer). It is recognised for the F.R.C.S. and 
offers excellent experience in the treatment of fractures and 
diagnosis of acute medical and surgical emergencies. Oppor- 
tunity is given fer Casualty Officer to follow up his cases in the 
wards and to obtain operating experience in major theatre 
under the guidance of the Consultants or the Resident Surgical 
Officer. Off-duty time is generous and the post is one likely to 
suit both an officer seeking a higher qualification in surgery or 
one intending General Practice. The vacancy will occur on 
17th March. 

Apply Secretary, Chelmsford Hospital 
mittee, Chelmsford and Essex Hospital, 


CHESTER ROYAL INFIRMARY. 
invited for the post of HOUSE SURGEON (general). Recog- 
nised for F.R.C.8. and Pre-registration Service. 

Applications, giving full details together with the names and 
addresses of 2 referees, should be forwarded to the Group 
Secretary, XIII Chester and District Hospital Management 
Committee, 5, King’s-buildings, Chester. 


CHICHESTER. ST. RICHARD’S HOSPITAL. 
CHICHESTER GROUP HOSPITAL MANAGEMENT 
Required, HOUSE PHYSICIAN (post 
registration) for 6 months only in the 
Ist March, 1956. 

Applications, stating age, qualifications and experience, and 
giving names of 2 persons to whom reference may be made, 
should be sent to the Surgeon-Superintendent. 


CUCKFIELD HOSPITAL, Cuckfield, near Haywards 
HEATH, SUSSEX. MID-SUSSEX HOSPITAL MANAGEMENT COMMITTEE. 
RESIDENT JUNIOR HOUSE SURGEON, appointment now 
vacant. Pre-registration post. Health Service terms and 
conditions. 

Applications, stating age, 
experience, with names of 2 referees, 
soon as possible. 
DERBY CITY HOSPITAL. (256 Beds. 
training for F.R.C.S.) SHEFFIELD REGIONAL HOSPITAL BOARD. 
Whole-time RESIDENT or NON-RESIDENT SURGICAL 
REGISTRAR required. Post becomes vacant 2nd April. 
Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Bvuard, 


and returnable to, Group 
Kdgware, Middlesex, by 


February, 


Management Com- 
Chelmsford. 


Applications are 


(400 Beds.) 
COMMITTEE. 
recognised for pre- 
first instance. Vacant 


nationality, 
to the 


qualifications and 
Group Secretary as 


Recognised for 


Old 


Fulwood-road, Sheffield, by 13th February, 1956, giving age, 
nationality, qualifications, present and previous appvintments 
with dates, naming 3 referees. 


34 





COULSDON, SURREY. NETHERNE HOSPITAL. 

Applications are invited for the post of REGISTRAR. All 

modern furms of treatment are carried out in this Huspital 

(2000 Beds) and Outpatient Departments. The Hvuspital is 

recognised for the D.P.M. The Physician-Superintendent will 

give further information or arrange for the Hospital tu be visited. 
Forms from Secretary without delay. 


DONCASTER ROYAL INFIRMARY. (330 Beds.) Sheffield 
REGIONAL HOSPITAL BOARD. Whole-time REGISTRAR (ortho- 
peedics) required. Appointment for 1 year in first instance. 
Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-ruad, Sheffield, by 13th February, 1956, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
DONCASTER ROYAL INFIRMARY. (330 Beds.) Don- 
CASTER HOSPITAL MANAGEMENT COMMITTER. Applications are 
invited for the post of HOUSE SURGEON. Approved as pre- 
registration post and recognised for F.R.C.S. Vacant early March. 
Applications to the Secretary to the Committee, at the 
Doncaster Royal Infirmary. 
DURHAM. COUNTY HOSPITAL. (120 Beds.) Pre- 
registration HOUSE SURGEON (orthopedics ). The —_ 
is the main Orthopedic and Accident Hospital for the area 
Post vacant now. 
Applications to Group Secretary, D*"turn Hospital, Durham. 


EAST ANGLIAN REGIONAL HOSPITAL BOARD. 

(1) SURGICAL REGISTRAR, North Cambridgeshire Hos- 
pital, Wisbech. Post provides good training and experience in 
both general and orthopeedic surgery. Appointment for 1 year, 
renewable for second year. Candidates invited to visit Hospital 
by direct arrangement with Hospital Management Committee 
Secretary at the Hospital. 

(2) REGISTRAR in Obstetrics and 
borough Group of hospitals. 
and a busy Gynecological 


Gynecology, Peter- 
Unit consists of 73 obstetric beds 
Department. Recognised for 
M.R.C.O.G,. in obstetrics. Appointment for 1 year, renewable 
for second year. Candidates invited to visit Hospital by direct 
arrangement with Hospital Management Committee Secretary, 
Memorial Hospital, Peterborough. ’ 
Applications, stating age, experience and names of 3 referees, 
to Secretary of Board, 117, Chesterton-road, Cambridge, by 
20th February, 1956. 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(715 Beds.) RESIDENT HOUSE PHY SICIAN for Thoracic 
and Dermatological Departments. Duties to include ‘‘ taking 
of acute general medical cases.’’ 6 months appointment. Post 


vacant 19th March, 1956. 
Applications, stating age, qualifications, experience and 
enclosing copies of up to 3 recent testimonials, to Medical 


Director of Hospital by llth February, 1956. 

ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
RESIDENT SENIOR HOUSE OFFICER required in the 
Department of Anesthesia. Vacant end of February (12 
months appointment). The post is recognised for the D.A. and 
‘.F.A.R.C.S. and affords a wide range of practical experience 
and tuition under Consultant supervision. 

Applications, giving names and addresses of 2 referees, to the 
Group Secretary, Enfield Group Hospital Management Com- 
mittee. 

FARNBOROUGH HOSPITAL, Kent. (800 Beds.) 
SURGEON required for 6 months from Ist March. Recognised 
for F.R.C.S. Preference given to pre-registration candidates. 

Apply, stating age, qualifications with dates, and experience, 
and naming 3 referees, to Administrative Officer by 18th 
February, quoting reference H/S. 

GLASGOW, &.W.1. SOUTHERN GENERAL HOSPITAL. 
SENIOR HOUSE OFFICER in Psychiatry. 

Write immediately to Secretary, Board of Management for 
Glasgow South-Western Hospitals, 1301, Govan-road, Glasgow. 
8.W.1, naming 2 referees. 

GLASGOW, S.W.1. SOUTHERN GENERAL HOSPITAL. 
2 JUNIOR HOUSE OFFICERS in Psychiatry. 

Write immediately to Medical Superintendent. 
HALIFAX GENERAL HOSPITAL. (425 Beds.) 
SURGEON (general surgery) required. Approved 
registration appointment. Post vacant Ist March, 1956. 

Applications to the Group Secretary, Royal Halifax Infirmary. 
Halifax. 

HASLEMERE AND DISTRICT HOSPITAL. (82 Beds.) 
GUILDFORD GROUP HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are hay from registered medical practitioners for the 
post of HOUSE OFFICER (Locum considered) (Surgical with 
charge of 12 medica] beds) for 6 months. Valuable experience 
in general and emergency surgery, orthopedic, E.N.T., gyne- 
cological, children, and casualty work. 

Apply immediately to Hospital Secretary, 
District Hospital, Haslemere, Surrey. 
HASTINGS. ROYAL EAST SUSSEX HOSPITAL. 
(150 Beds.) HOUSE SURGEON required. Pre-registration 
post, vacant 5th February, 1956. National scale of salary. 

Apply to Hospital Administrator. 

HASTINGS. ST. HELEN’S HOSPITAL. (493 Beds.) 
SENIOR HOUSE OFFICER (obstetrics) required. Resident, 
Male or Female. 40-bedded unit. Post, recognised for 
D.Obst.R.C.0.G. vacant 5th March. National scale of salary. 

Apply to Huspital Administrator. 

HITCHIN HOSPITALS, Hitchin, Hertfordshire. Resident 
CASUALTY SENIOR HOUSE OFFICER for duty with the 
Accident Service and as Orthopeedic House Surgeon, required 
for 6 months in the first instance, now vacant. Recognised for 
‘.R.C.S. 

“Applic ations, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, to be 
—_ . —~geaeameaaataad to the Medical Administrator, Lister Hospital, 
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HEMEL HEMPSTEAD, HERTFORDSHIRE. west LEEDS. REGIONAL HOSPITAL BOARD. Registrar 
HERTS HOSPITAL. CASU ‘ALTY OFFICER (Junior Hospital vacancies. 


Medica] Officer) required. 

Applications, stating 2 names for reference, should be sent to 
the Hospital Secretary. 

HOVE GENERAL HOSPITAL, Sussex. (75 8.) 
RESIDENT HOUSE SURGEON AND C ASUALTY OFFIC rie 
required from Ist February, 1956. Post recognised for F.R.C. 
but not pre-registration. 

Applications, stating age, qualifications, experience, and 
naming 2 referees, to the Administrative Officer as soon as 
possible. 

HUDDERSFIELD ROYAL INFIRMARY. (312 oom) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON (Female) required to commence duty immediately. 
The post is recognised as a pre-registration appointment. Salary 
in accordance with national scale. 

Applications, together with copies of 3 recent testimonials, to 
be i to the undersigned as soon as possible. 

JOHNSON, Secretary to the Management Committee. 

The Royal Infirmary, Huddersfield. 

HULL. KINGSTON GENERAL HOSPITAL. (419 Beds.) 
HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. Applic: a 
are invited for the post of RESIDENT JUNIOR HOUS 
SURGEON, recognised for the F.R.C.S. examinations (pre- or 
= registration ). Busy acute general Surgical Unit. Vacant 
nD 

Applications, with 2 recent testimonials or names of 2 referees, 

to be sent to Hospital Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of HOUSE SURGEON to the General Consulting Surgeon. 
The post is recognised for pre-registration and for the F.R.C.S. 
examinations. 

Applications, with copies of recent testimonials, to Hospital 
Secretary. 

ISLE OF MAN. BALLAMONA HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER at the 
above Mental] Hospital (350 Beds, admission-rate 200 annually) 
which undertakes all modern methods in the treatment of mental 
and nervous diseases as well as mental deficiency, and is recog- 
— for —— for the Conjoint D.P.M. A house, furnished 

art-furnished, or accommodation, is available. The terms 
- conditions of service are those of the Isle uf Man Health 
Service—the same as those of England and Wales. Superannuation 
is transferable. The Hospital may be visited by appointment. 

Those interested should write for further details, and applica- 

tions, stating age, nationality, qualifications, and experience, 
together with the names of 2 referees, should be sent to the 
Medical Superintendent. 
ISLEWORTH. SOUTH WEST MIDDLESEX HOSPITAL. 
HOUSE OFFICER to assist on Surgical Unit and Infectious 
Disease Department. Post ranks as pre-registration (surgical). 
Vacant new. 

Applications, stating age, nationality, qualifications obtained, 
with copies of up to 2 recent testimonials, to Group Secretary, 
South West Middlesex Hospital Management Committee, West 
Middlesex Huspital, Isleworth, by 14th February, 1956. 
KINGSTON HOSPITAL, Wolverton-avenue, Kingston- 
ON-THAMES. KINGSTON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
Applications are invited from suitably qualified and experienced 
medical officers for the post of ANASSTHETIC REGISTRAR. 
The post, which is available on Ist Mare h, is a Group appoint- 
ment, with duties mainly at Kingston Hospital, and the successful 
candidate will be expected to reside at the Hospital or to occupy 
a Duty Room when on call. 

Forms of application are obtainable from the Group Secretary, 

35, Coombe-road, Kingston-on-Thames (a foolscap stamped 
addre ssed envelope to be enclosed) and the completed forms 
should be returned to him within 14 days of the appearance of 
this advertisement. 
KIRKCALDY, FIFE. VICTORIA HOSPITAL. Applica- 
tions are invited for 2 posts of RESIDENT HOUSE P iy SI- 
CIANS for 6 months as from Ist April, 1956. The Hospital 
has an acute Medical Unit of 65 Beds under the charge of a 
Consultant Physician. The posts are recognised for pre- 
registration. Salary in accordance with national scale. 

Apply, with copies of 2 recent testimonials, to the Medical 

Superintendent, East Fife Huspitals Board of )_anagement, 
243a, High-street. Kirkcaldy. 
KIRKCALDY GENERAL HOSPITAL. 3 House Officers 
required, duties to commence between Ist March and Ist April, 
1956, by arrangement. The Hospital has 74 general surgical 
and orthopedic beds and a busy Casualty and Outpatient 
Department. The posts qualify for pre-registration. Salary in 
accordance with national scale. 

Apply, with copies of 2 recent testimonials, to the Medical 
Superintendent, East Fife Hospitals Board of Management, 
243A, High-street, Kirkcaldy. 
LOUTH COUNTY INFIRMARY. (215 Beds.) Sheffield 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT REGIS- 
TRAR (orthopeedics and casualty) required. Appointment for 
1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 13th February, 1956,.giving age, 
natienality, qualifications, present and previous appointments 
with dates. naming 3 referees. 

LEEDS REGIONAL HOSPITAL BOARD. Short-term 
LOCUM TENENS appointments in the Registrar grade are 
constantly available at hospitals in the area of the Board, 
particularly in the specialties of ansesthetics, general medicine, 
genera] aud orthopedic surgery, and psychiatry. 

» Interested practitioners, suitably experienced, should com- 
municate with the Secretary, Joint Registrars Committee, 
Park-parade, Harrogate. 








General Medicine 

(1) Regional Rheumatism Centre, Harrogate (240 Beds) 
(9 sessions) and the Rheumatism Clinic, General Infirmary at 
Leeds (2 sessions). Resident at the Royal Bath Hospital, 
Harrogate. 

(2) Halifax Group (110 general medical beds) (380 geriatric 


beds). Duties divided equally between general medicine and 
geriatrics. Non-resident but single accommodation may be 
available. 


General Surgery 

(1) Hospitals in the York A Group (122 general surgical beds). 
Non-resident. If desired the duties may be altered to include a 
proportion of orthopedic surgery. Recognised for F.R.C.S. 
May include some duties in the Casualty Department. 

(2) Clayton Hospital, Wakefield (75 genera! surgical beds). 
Duties are those of Resident Surgica) Officer. Married quarters 
available. Recognised for F.R.C.S. May include some duties 
in the Casualty Department. 

(3) Huddersfield Group (100 general surgical beds). Resi- 
dential accommudation available. Duties mainly at Huddersfield 
Royal Infirmary. Recognised for F.R.C.S. May include some 
duties in the Casualty Department. 

(4) Halifax General Hospita) (50 surgical beds) and Halifax 
Royal Infirmary (60 orthopedic beds). Duties approximately 
divided between general and orthopedic surgery. May include 
some duties in Casualty Department. Resident or non-resident. 
Geriatrics 

Hull A Group (326 geriatric beds in charge of a Consultant 
Geriatrician). Duties include 3 sessions in general medicine. 
Non-resident. 

Psychiatry 

(1) Clifton Hospital, York (1100 Beds). 
resident. 

(2) Menston Hospital, near Leeds (2500 Beds). 

(3) Meanwood Park (Mental Deficiency) Hospital, 
(700 Beds). Accommodation available for single person. 

If desired facilities fur attendance at the Leeds University 
: ~ be, ho if the successful candidates are studying for 

e D.P.M. 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, to the Secretary, Joint Registrars 
Committee, Park-parade, Harrogate, by 9th February, 1956. 
LEEDS. THE UNITED LEEDS HOSPITALS. The 
GENERAL INFIRMARY AT LEEDS. REGISTRAR required for the 
Department of Diagnostic Radiol The post is open to 
candidates with “ without D.M.R.(D. ‘ ualification. Terms and 
conditions of service for hospital medical staff apply. 

Applications, giving details of age, qualifications, previous 
posts with dates, and 3 names for reference, should be sent to the 
Sub-Dean, School of Medicine, Leeds 2, by 9th February, eee 
= THE UNITED LEEDS HOSPITALS. Th 

ENERAL INFIRMARY AT LEEDS. RESIDENT RADIOTHERAPY 
OFFIC ER (Senior House Officer status) required, for an initial 
period of 6 months from Ist April. The post is renewable for a 
further 6 months. Excellent training facilities available. Con- 
ditions of service for hospital medical staff apply. 

Applications, stating age, qualifications, previous posts with 
dates, and 3 names fur reference, should be sent to the Secretary 
to the Board, by 13th February, 1956 ek Tae 
LEEDS. THE UNITED LEEDS HOSPITALS. The 
GENERAL INFIRMAFKY AT LEEDS. SENIOR HOUSE OFFICER 
(resident) required for the Department of Neurosurgery. Post 
tenable for 6 months in the first instance. Terms and conditions 
of service of hospital medical staff apply. 

Applications, stating agt, qualifications, previous pusts with 
dates, and 3 names for reference, should be sent to the Secretary 
to the Board, by 9th February, 1956 
LIVERPOOL (near). MOSS SIDE HOSPITAL, Maghull, 
near LIVERPOOL. (500 Beds for mental defectives exhibiting 
conduct disorders.) JUNIOR HOSPITAL MEDICAL OFFICER 
or REGISTRAR. Hospital recognised for D.P.M. training. 
hae ws oe for study at Liverpool University. House or quarters 
avaliabie 

Applications, naming 3 referees, to Medical Superintendent 
by 18th February, 1956. Candidates may visit Hospital by 
appointment. fn aren i 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for the post of SENIOR CASUALTY 
OFFICER (Senior House Officer grade) at the Royal Liverpool 
Children’s Hospital for the period Ist March, 1 1956 (or as soon 
thereafter as possible)-3lst March, 1957. 

Apply by 14th February on form obtainable from the 

Secretary, The United Liverpool Hospitals, 80, Rodney-street, 
Live rpool, 1. 

LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for a locum tenens appointment as 
REGISTRAR in Pathology with duties at the Royal Liverpool 
Children’s Hospital for a period of 12 weeks from 25th March, 
1956. 

Apply immediately on form obtainable from the Secretary, 
The United javerpoat Hospitals, 80, Rodney-street, Liverpool, 1. 


MAIDSTONE. PRESTON HALL HOSPITAL, British 
LEGION VILLAGE, MAIDSTONE, KENT. Applications are invited 
for the post of JUNIOR HOSPIT AL MEDICAL OFFICER at 
the above Hospital, which contains 330 Beds for the treatment of 
tuberculosis including major thoracic surgery. Candidates 
should have good experience in general medicine and in the 
treatment of pulmonary tuberculosis in adults. Appointment 
for 1 year in the first instance subject to renewal annually. 
Salary scale £775-£50-£1075 p.a. 

Applications, stating age, qualifications, and experience, with 
relevant dates, together with names and addresses of 2 referees, 
to be sent to the Secretary of the Preston Hall Hospital Manage- 
ment Committee by 7th February, 1956. 


Resident or non- 


Resident. 
Leeds 
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LUTON AND DUNSTABLE HOSPITAL. 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
ANAESTHETIC REGISTRAR (resident) required 


(250 Beds.) 
BOARD. 


at above 


Hospital and associated units (134 Beds). Post vacant Ist 
March, 1956, and recognised for D.A. The Hospital may be 
visited by direct appointment. 

Application forms obtainable from, and returnable to, 
Secretary, Luton and Hitghin Group Hospital Management 
epee St. Mary’s Hospital, Luton, Beds, by 8th February, 
1956. 


MAIDENHEAD HOSPITAL, St. Luke’s-road, Maidenhead. 
RESIDENT SURGICAL REGISTRAR required at above 
Hospital. Hospital may be visited by direct appointment. 
Application forms from, and returnable to, Secretary, Windsor 
Group Hospital Management Committee, Alma-road, Windsor, 


by llth February. 
MANCHESTER. BOOTH HALL CHILDREN’S HOS- 
PITAL. (380 Beds.) RESIDENT SENIOR HOUSE OFFICER 


(ansesthetics) required to take up duty as soon as possible. 

Applications to be sent to the Group Secretary, Booth Hall 

Hospital, Blackley, Manchester, 9, from whom further particulars 
mav be obtained. 
MANCHESTER REGIONAL HOSPITAL BOARD. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. WYTHENSHAWE 
HOSPITAL, MANCHESTER, 23. The Board invite applications from 
registered practitioners for the post of MEDICAL REGISTRAR 
at the above Hospital. 

Applications, stating age, qualifications, present post, experi- 
ence, and names of 2 referees, to be forwarded immediately to 
the Group Secretary, Withington Hospital, Manchester, 20. 
MANCHESTER REGIONAL HOSPITAL BOARD. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. The Board 
invite applications from registered practitioners for the post of 

NASTHETIC REGISTRAR with duties in the South Man- 
chester Group. This post is recognised by the Royal College of 
Surgeons for the F.F.A.R.C.S. and for the D,A. 

Applications, stating age, qualifications, present post, experi- 
ence and names of 2 referees, to be forwarded immediately to 
the Group Secretary, Withington Hospital, Manchester, 20. 
MANCHESTER REGIONAL HOSPITAL BOARD. North 
AND MID-CHESHIRE GROUP OF HOSPITALS. ALTRINCHAM GENERAL 
HOSPITAL AND ANNEXE, near MANCHESTER. (130 Beds. Recog- 
nised under F.R.C.S. regulations.) Applications are invited 
for the post of RESIDENT SURGICAL REGISTRAR, to 
commence at end of April, 1956. This appointment. in a busy 
general hospital, with duties at other hospitals in the Group, 
offers excellent opportunities of practical surgical experience 
to suitably qualified candidates. 

Applications, together with 2 recent testimonials, to be 
sent to Group Secretary, North and Mid-Cheshire Hospital 
Manag ‘ment Committee, Sinderland-road, Altrincham, Cheshire. 
MANCHESTER. WEST MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. PARK HOSPITAL, DAVYHULME. 
(General Hospital 433 Beds.) 1 HOUSE OFFICER (general 
surgery ) required, pre-registration. Post recognised for F.R.C.S 
examination. Post vacant now. 

Forms from Secretary. 

MANCHESTER. WEST MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. PARK HOSPITAL, DAVYHULME. 
Applications are invited from suitably qualified and experienced 
Male or Female candidates for RESIDENT SURGICAL 
REGISTRAR (Thoracic Unit). This Hospital is a General 
Hospital of 433 Beds. It carries out by far the major part of the 
Manchester Region’s Cardiac and non-tuberculous thoracic 
surgery, in addition to all other major specialties. The total 
number of resident medical staff is 20. The successful candidate 
will be expected to work with each of the 3 Consultant Thoracic 
he + eae attached to this unit of 50 beds (including 10 children’s 
beds). 

Application forms from the Secretary. 

MANCHESTER, 20. WiITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTER, Applications 
re invited for the post of RESIDENT CLINICAL PATHOLO- 
GIST (Senior House Officer grade), which will be vacant 12th 
March, 1956. Previous experience in pathology not essential, 
the post affording opportunities for gaining experience in all 
branches of clinical pathology. 

Applications, stating age. qualifications, present post, experi- 
ence, and names of 2 referees, to be forwarded immediately to the 
Group Secretary, Withington Hospital, Manchester, 20. 


MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTER. Applications 
are invited for the post of SENIOR HOUSE OFFICER (sur- 
gical) including casualty duties, vacant 18th March, 1956. The 
post is recognised by the Royal College of Surgeons for the F inal 
RCL. examination and possession of the Primary F.R.C. 
will be an advantage. The Hospital is recognised by the oo. 
chester University for the teaching of undergraduate surgical 
students. 

Applications, stating age, experience, and names of 2 referees, 
to be forwarded to the Group Secretary at the Hospital as soon 
as possible. 


MARKET DRAYTON (near), SHROPSHIRE. CHESHIRE 


JOINT SANATORIUM. (305 Beds.) JUNIOR HOSPITAL 
MEDICAL OFFICER required. Applicants with less than 2 
years experience considered, in the grade of Senior House 
Officer. Resident. 

Detailed applications to Medical Superintendent at the 
Sanatorium. 
MIDDLESBROUGH. NORTH Ly ane gag | HOSPITAL. 


TEES-SIDE HOSPITAL MANAGEMENT COMMITTEE. »plications are 
invited for the appointment of HOUSE PHY ste ANS (Male or 
Female). There are 2 vacancies and both are recognised for 
Pre-registration Service under the Medical Act, 1950. 


Applications, stating full details and giving 2 names for 


reference, should be addressed to the Hospital Secretary. 
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MIDDLESBROUGH. NORTH ORMESBY HOSPITAL. 
TEKES-SIDE HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the appointment of HOUSE OFFICERS (surgical), 
2 required—Male or Female. The appointments are recognised 
fur the F.R.C.S. examination and for Pre-registration Service 
under the Medical Act, 1950. 

Applications, stating full details and giving 2 names 
reference, should be addressed to the Hospital Secretary. 
MIDDLESBROUGH. WEST LANE HOSPITAL. (iInfec- 
tious Diseases—229 Beds.) Applications are invited for the 
appointment of RESIDENT MEDICAL OFFICER for a period 
to be agreed. Salary appropriate to grade of Junior Hospital 
Medical Officer, viz., £775—-£50-£1075 p.a. 

Applications, stating age, nationality, qualifications, previous 
experience, and names of 3 referees, to be sent immediately to 
the Physician-Superintendent at the above Hospital. 


NEWCASTLE GENERAL HOSPITAL. Newcastle upon 
TYNE HOSPITAL MANAGEMENT COMMITTEE. HOUSE PHYSICIAN 
to the Professurial Psychiatric Unit in the above Hospital in 
association with ward accommodation at St. Mary’s Hospital. 
Stannington (accommodation for single person or married couple 
only). This post is recognised for the purpose of Pre-registration 
Service and preference will be given to provisionally registered 
persons who have carried out their first House appointment. 
Post vacant 5th March, 1956. The unit is under the clinical 
direction of the Department of Psychological Medicine, King's 
College, Medical Schvol, University of Durham. Salary accord- 
ing to terms and conditions of service issued by the Ministry 
of Health. The Hospital is recognised for the purpose of study 
for the Diploma in Psychological Medicine. The Unit will 
transfer to new premises, which are now being constructed, in 
July, 1956. 

Applications, together with 1 copy of 2 testimonials, should 

be sent within 10 days of the appearance of this advertisement 
to the Secretary, Newcastle General Hospital, Westgate-ruad, 
Newcastle upon Tyne, 4. 
NEWCASTLE GENERAL HOSPITAL. 
CHEST UNIT. (52 Beds.) NEWCASTLE UPON TYNE HOSPITAL 
MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICER 
required for Chest Unit (mainly treatment of pulmonary tuber- 
culosis). Associated Chest Clinic and Mass Miniature Radio- 
graphic Unit. Resident or non-resident, vacant Ist April, 
1956. In appropriate cases there are facilities for attending the 
D.P.H. Course in the University of Durham. 

Applications, together with copies of 2 recent testimonials, 

should be sent to the Secretary, Newcastle General Hospital, 
Newcastle upon Tyne, 4. 
NEWMARKET GENERAL HOSPITAL, Suffolk. Appli- 
cations are invited for the post of HOUSE PHYSICIAN, vacant 
25th March, 1956. Duties include house charge of general 
medical and pulmonary tuberculosis beds. The post is recog 
nised for pre-registration, is resident and tenable for 6 menths. 
Salary in accordance with national scale. 

Applications, together with 3 recent testimonials, to Medical 
Superintendent. 

NEWPORT, ISLE OF WIGHT. ST. MARY’S HOSPITAL. 


for 


(838 Beds.) 


(346 Beds.) ISLE OF WIGHT GROUP HOSPITAL MANAGEMENT 
COMMITTEE. RESIDENT HOUSE SURGEON. Post vacant 
29th March. Approved for Pre-registration Service, and 


recognised for F.R.C. 

Applications, with names of 2 referees, to Hospital Secretary. 
NORTHAMPTON (near). CREATON SANATORIUM. 
Applications are invited from suitably qualified medical practi 
tioners for the posts of SENIOR HOUSE OFFICER and 
HOUSE OFFICER. The iatter post is recognised for pre- 
registration as a medical appointment. The Sanatorium has 
140 Beds and is for the treatment of both pulmonary and non- 
pulmonary tuberculosis. There is a new major Thoracic Surgical 
Unit for tuberculous and non-tuberculous diseases of the chest. 


Applications, stating age, experience and qualifications, 
together with the names and addresses of 2 referees, should 
be sent to the Secretary, Northampton and District Hospital 


Management Committee, General Hospital, Northampton. 


NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners for the post 
of SENIOR HOUSE OFFICER (casualty); duties to 
commence 15th March. Establishment 3. Recognised for 
F.R.C.S. Post offers wide experience of casualty work. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of testimonials,’to be sent to 
the Secretary, Genera] Hospital, Nottingham. 

NOTTINGHAM GENERAL HOSPITAL. Resident 
HOUSE PHYSICIAN (pre-registration—first or second post), 
required 11th February for 6 months. 

Applications, stating age, qualifications and experience, 

together with copies of testimonials, to be sent to the Group 
Secretary. 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners for the post 
of SENIOR ORTHOPAEDIC AND FRACTURE HOUSE 
OFFICER, duties to commence about 11th March. The post 
offers exceptional experience in traumatic surgery. Salary and 
conditions of service in accordance with Ministry regulations. 

Applications, stating age, qualifications and experience, 


nationality, &c., together with copies of testimonials, to be 
sent to the Group Secretary. 
NOTTINGHAM GENERAL HOSPITAL. (441 Beds. 


F.F.A.R.C.S.) SHEFFIELD REGIONAL HOS- 
PITAL BOARD. Whole-time RESIDENT or NON-RESIDENT 
REGISTRAR (anesthetics) required. Appointee will be 1 of 
a team of 4 who also cover Nottingham Hospital for Women 
and Nottingham Children’s Hospital on a 3-monthly rota. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwvod-road, Sheffield, by 13th February, 1956, giving age, 
nationality, present and previous appointments with dates, 
naming 3 referees. 


Recognised for the 
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NORTH SHIELDS. PRESTON HOSPITAL. (361 Beds.) 
RESIDENT SURGICAL OFFICER required for general 
surgical duties. Junior Hospital Medical Officer or Senior House 
Officer grade according to experience. 

Applications, with names of 2 referees, to Group Secretary, 
South East Northumberland Hospital Management Committee, 
Preston Hospital, North Shields 
NUNEATON. GEORGE ELIOT HOSPITAL. Registrar 
in Obstetrics and Gynecology. Recognised M.R.C.O.G. 
Experience specialty essential. Vacant 28th February. Resident. 

Applications to Group Secretary, Coventry and Warwickshire 

Hospital, Coventry, before 20th February, 1956. 
OXFORD REGIONAL HOSPITAL BOARD. Senior 
REGISTRAR in General Surgery, non-resident, to the hospitals 
of the Aylesbury area. Applicants must hold an F.R.C.S. or 
M.S. Diploma. A scheme for providing experience in the teaching 
hospital at Oxford is available if mutually agreed. 

Applications, on forms obtainable from the Secretary, Registrar 

Committee, 43, Banbury-road, Oxford, should reach him by 
16th February, 1956. 
OXFORD REGIONAL HOSPITAL BOARD. Registrar 
in Pediatrics to the hospitals of the Aylesbury and High 
Wycombe Hospital Management Committee based on Stoke 
Mandeville Hospital. Residence optional. The appointment 
will be for 1 year eligible for extension to a second year. Vacant 
30th April. 

Applications on forms obtainable from the Secretary, Registrar 

Committee, 43, Banbury-road, Oxford, shovld reach him by 
20th February, 1956. 
OXFORD. UNIVERSITY OF OXFORD. UNITED 
OXFORD HOSPITALS. SENIOR REGISTRAR in General Surgery 
to the or Infirmary. Non-resident. Applicants must 
hold an F.R.C.S. or M.S. Diploma. A scheme for providing 
experience in a non- teaching hospital of the Oxford Regional 
Hospital Board is available if mutually agreed. 

Applications on forms obtainable from the Secretary, Registrar 
Committee, 43, Banbury-road, Oxford, should reach him by 
16th February, 1956. 

PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. 

SENIOR HOUSE OFFICER in Anesthetics, vacant early 
March, 1956, Greenbank Road Section, recognised for the D.A. 
and <r ds The appointment will be for a period of 12 
months. 

SENIOR HOUSE OFFICER in Casualty, vacant February, 
1956. The Central Casualty De partment, Freedom Fields 
Section, recognised for the F.R.C, 

Applications, stating age, mattenaiiter, qualifications and 
experience with names of 3 referees, to be sent to 

ARTHUR R,. Casu, Group Secretary, Plymouth, 
South Devon and East Cornwall General Hospital Group. 
7. Nelson-gardens, Stoke, Plymouth. 
PONTEFRACT GENERAL INFIRMARY. Resident 
SURGICAL OFFICER required. Hospital approved under 
F.R.C.S. regulations. Post vacant at end of February. Married 
acc canmodation available. 

Applications, as soon as possible, to the Secretary, Pontefract 

and Castleford Hospital Management Committee, Great Northern 
House, Salter-row, Pontefract. 
PONTEFRACT GENERAL INFIRMARY. House 
PHYSICIAN required. Approved pre-registration post under 
Medical Act, 1950, but applications will be considered from 
fully registered practitioners. Hospital provides excellent 
medical experience. Married accommodation available. 

Applications to the Secretary, Pontefract and Castleford 
Hospital Management Committee, Great Northern House, 
Salter-row, Pontefract. 

PONTYPRIDD (near). EAST GLAMORGAN HOS- 
PITAL, CHURCH VILLAGE. (316 Beds and large Outpatient 
Department. Committee’s base Hospital serving population 
of 174,000. Rec eo for M.R.C.0O.G., D.Obst.R.C.0O.G., 
F.R.C.S., D.C.H., F.F.A.R.C.S., D.A.) PONTYPRIDD ANI 
RHONDDA HOSPITAL MAN fr MENT COMMITTEE. SENIOR HOU SE 
OFFICER (obstetrics and gynecology ). 

Applications, stating age, qualifications and experience, 

together with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Courthouse-street, Pontypridd, as soon as 
possible. 
READING. ROYAL BERKSHIRE HOSPITAL. (405 
Beds.) Applications are invited from registered or provisionally 
registered medical practitioners, Male or Female, for post of 
RESIDENT HOUSE SURGEON (general surgery), yacant 
2ist February, 1956, for period of 6 months. Salary £425-—£525 
p.a., less £125 board-residence. 

Write, stating age, qualifications with dates, nationality, 
present post, with copy of 1 recent testimonial, to Secretary. 
READING. ROYAL BERKSHIRE HOSPITAL. (405 
Beds.) Applications are invited from registered and provisionally 
registered medical practitioners, Male or Female, for post of 
RESIDENT HOUSE SURGEON (E.N.T.), vacant 21st February, 
1956, for period of 6 months. Salary £425—£525 p.a., less £125 
board-residence. 

Write, stating age, qualifications with dates, nationality, 
present post, with copy of 1 recent testimonial, to Secretary. 
ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
RESIDENT HOUSE PHYSICIAN (Male) required from 17th 
March, 1956. Post not approved for pre-registration purposes. 

Applications should be forwarded immediately to the Secretary, 
Romford Group Hospital Management Committee, Oldchurch 
Hospital, Romford. 

ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
Temporary SURGICAL REGISTRAR (Male) required from 
lith February, 1956. 

Applications should be forwarded to Secretary, Romford 
Group Hospital Management Committee, at Oldchurch Hospital, 
tomford, as early as possible. 








PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the post, vacant 27th 
February, 1956, of ANAXSTHETIC REGISTRAR in the 
Portsmouth Group, main duties at the Royal Portsmouth 
Hospital. 5 Consultant Anesthetists practise in the Group. Post 
recognised for the F.F.A.R.C.S8. 

Forms of application may be obtained from the Group Secre- 
tary, Portsmouth Group Hospital Management Committee, 35, 
Grove-road South, Southsea, which should be returned to him 
duly completed, on or before 13th February, 1956. Canvassing 
will disqualify. Candidates may visit the above Hospital by 
arrangement with the Secretary of the Group. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. 

Royal ~~) Hospital (Orthopedic Department 
—104 Beds) 
HOUSE OFFICER (pre-registration), vacant now. 
Royal Portsmouth Hospital (70 surgical beds) 
HOUSE SURGEON (pre-registration), vacant now. 
Applications, stating age, experience, and qualifications, 
together with names of 2 referees, should be forwarded as soon 
as possible to L. C. ROGERS. 

35, Grove-road South, Southsea. 

SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. General Surgery. STRACATHRO HOSPITAL, BRECHIN. 
Applications are invited for the post of REGISTRAR in General 
Surgery at Stracathro (General) Hospital, Brechin (675 Beds— 
110 for genera] surgery). Applicants should have had previous 
experience in general surgery. Salary and conditions of service 
in accordance with national agreement. 

Forms of application and further particulars from the Secretary 
to the Board, 430, Blackness-road, Dundee, with whom applica- 
tions must be lodged not later than 18th February, 1956. 


SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the post of SENIOR 
REGISTRAR in the Regional Orthopedic Unit. Candidates 
should have experience in Orthopedic Surgery and preferably 
should hold an appropriate higher qualification. 

Applications, giving 2 names for reference, should be sub- 
mitted by 14th February, 1956, to the Secretary, 1, Albyn-place, 
Aberdeen, from whom further particulars may be obtained. — 


SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the appointment of 
REGISTRAR in the Regional Thoracic Surgery Unit based on 
the Eastern General Hospital, Edinburgh. 

Applications, giving particulars of age, qualifications and 

previous experience, together with the names of 2 referees, 
should be submitted to the Secretary, South-Eastern Regional 
Hospital Board, Scotland, 11, Drumsheugh-gardens, Edinburgh, 
3, by 25th February, 1956. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the appointment of 
REGISTRAR in the Regional Pool of Angesthetists, based on the 
Royal Infirmary of Edinburgh. The successful applicant will 
be seconded for periods of duty in peripheral hospitals. 

Applications, giving particulars of age, qualifications and 

previous experience, together with the names of 2 referees, 
should be sent to the Secretary, South-Eastern Regional Hos- 
pital Board, Scotland, 11, Drumsheugh-gardens, Edinburgh, 
by 25th February. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the appointment of 
REGISTRAR in Medicine at the Royal Infirmary of Edinburgh. 
The person appointed will be attached to the Professorial Unit 
and should have experience and interest in hematology. 

Applications, giving yarticulars of age, qualifications and 
previous experience, together with the names of 2 referees, 
should be submitted to the Secretary, South-Eastern Regional 
Hospital Board, Scotland, 11, Drumsheugh-gardens, Edinburgh. 
3, by 25th February, 1956. 

SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments, 
which will be for 1 year in the first instance : 

REGISTRAR in Orthopedics based at the Ruyal Hospital 
for Sick Children with duties which will be associated on a 
rotating basis with the Orthopedic Department of the Western 
nett Glasgow. 

REGISTRAR in Medicine based at the Southern General 
Hospital, Glasgow. 

EGISTRAR in Radiotherapy based at the Western Infir- 
mary, Glasgow. 

These appointments are subject to the National Health Service 
(Scotland) superannuation regulations. 

Applic ations (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, by 11th February, 1956. 


SEDGEFIELD. WINTERTON HOSPITAL MANAGE- 
MENT COMMITTEE. Applic ations are invited for a Part-time 
General Practitioner CLINICAL ASSISTANT in Anesthetics 
at this Hospital. The number of sessions required would be 
3 sessions per week at present, increasing as the service warrants. 
Remuneration will be £175 p.a. per session. 

Applications to be received, with the names of 2 referees, by 
the Group Secretary within a days of the date of this adver- 
tisement. W. GILL, Group Secretary. 

Winterton, Sedgefield, Stoc noes -on-Tees, co. Durham. 
STAINES HOSPITAL. North est Metropolitan 
REGIONAL HOSPITAL BOARD. GYNASCOLOGICAL REGISTRAR 
(resident) required at above Hospital. Unit has 32 Beds. 

Application forms obtainable from, and returnable to, the 
Secretary, Staines Group Hospital Management Committee, 
Ashford Hospital, London-road, Ashford, Middlesex, by 14th 
February, 1956. Hospital may be visited by direct appointment 
with the Medical Director of Ashford Hospital. 
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SCUNTHORPE. WAR MEMORIAL HOSPITAL. (262 
Beds. ) Vacancy fur HOUSE PHYSICIAN (Senior House 
Officer)——1 of 2—busy department with medicine, pediatrics, 
skin, eyes and large outpatients—good experience. 

Applications, naming 2 referees, to Group 
Scunthorpe Hospital Management Committee. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
REGISTRAR in Psychiatry required, to work under the newly 
appointed Consultant Psychiatrist and Professor of Psychiatry. 
The new department is opening with a small Inpatient Unit 
of 8 Beds at the Royal Infirmary, prior to further expansion 
in the near future by the addition of a larger self-contained unit 
specially adapted for the purpose. There will be opportunities for 
= yee training and research. Appointment to commence 

8 uly 

Applications, stating age, qualifications and experience, with 
the names of 3 referees, should be sent not later than 25th 
February, 1956, to the Chief Administrative Officer. The United 
Sheffield Hospitals, West-street, Sheffield, 1, from whom further 
particulars may be obtained. 
SHREWSBURY. ROYAL SALOP 
COPTHORNE HOSPITAL. (500 Beds.) 
HOUSE SURGEON, 50 gynecological 
Surgeons. Post recognised for M.R.C.O.G. 
1956. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Roral Salop Infirmary, Shre wsbury. 
SHREWSBURY. ROYAL SALOP INFIRMARY COP- 
THORNE HOSPITAL. (500 Beds.) HOUSE SURGEON, vacant 
2nd March, 1956. Ere. -registration candidates eligible. 
Recognised for the F.R.C. 

Applications, with copy  eatinenietales to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SKIPTON (near). THE HOSPITAL, Stato a near 
SKIPTON. Applications invited for RESIDENT MEDICAL 
OFFICER at abuve Hospital. Appointment is that of Senior 
House Officer or Junior Hospital Medical Officer, according to 
experience. The Eluspital caters for tuberculosis patients, men 
and women. Accommodation available fur single applicant. 

Applications to Medical Superintendent. 

SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
WINDSOR GROUP HOSPITAL MANAGEMENT COMMITTEE. Locum 
HOUSE OFFICER (casualty) required. Experience provided 
in orthopedic and plastic cases. 

Applications, stating age and qualifications, with copies of 2 

testimonials, to Hospital Secretary. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL. (278 Beds.) CASUALTY OFFICER/SENIOR HOUSE 
OFFICER (orthopedic) required for the above Hospital (Ortho- 
peedie Unit 74 Beds) in February. This Hospital is the centre 
to which all trauma from a large industrial town and port is 
directed, thus providing excellent experience in the treatment of 
traumatic conditions. 

Applications, with copies of testimonials, to be submitted as 
soon as possible to the Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(278 Beds.) ORTHOPASDIC HOUSE SURGEON required. 
Post recognised for Pre-registration Service and tenable for 
6 months. The Hospital is the centre to which all trauma from 
a large industrial town and port is directed thus providing 
excellent experience in the treatment of traumatic conditions ; 
patients with orthopeedic conditions are also drawn from a 
wide area. 

Applications, with copies of testimonials, should be sent as 
soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
ST. ALBANS CITY HOSPITAL, St. Albans, Hertfordshire. 
(384 Beds.) Locum Tenens SURGICAL REGISTRAR (resident) 
required for 1 of the 2 general surgical teams for the period 
16th-—27th February, 1956, inclusive, approximately. 

Applic ations to Secretary, Mid Herts Group Hospital Manage- 
ment Committee, Bleak House, Catherine-street, St. Albans. 
STAFFORD. STAFFORDSHIRE GENERAL INFIR- 
MARY. (175 Beds.) RESIDENT CASUALTY OFFICER 
(Junior Hospital Medical Officer status) required. Male or 
Female. 

Applications, stating age, previous experience, 
of 2 recent testimonials, to the Group Secretary, Stafford 
Hospital Management Committee, 13, Foregate-street, Stafford. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE OFFICER (orthopedics) required. 
Recognised pre-registration, vacant now. 

Applications, with copy testimonials, to Group Secretary, 
Hospital Management Committee, Princes-road, Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE OFFICER (medical—dermatology ) 
required. Recognised pre-registration. 

Applications, with copy testimonials, to Group Secretary, 
Hospital Management Committee, Princes-road, Stoke-on-Trent. 
STOCKPORT. STEPPING HILL HOSPITAL. (535 Beds.) 
Applications are invited for the post of RESIDENT SENIOR 


Secretary, 


INFIRMARY AND 
GY NACOLGGICAL 
beds and 2 House 
Vacant 12th March, 


and copies 


HOUSE OFFICER (surgery), vacant 23rd February, 1956. 
The post is recognised for the F.R.C 
Applications, stating age, e xpe rience and qualifications, 


together with copies of 2 testimonials, to be addressed to the 
Group Secretary, Stockport and Buxton Hospital Management 
Committee, 598, Shaw-heath, Stockport, Cheshire, immediately. 
STOCKPORT INFIRMARY, Stockport. (163 Beds.) 
Applications are invited for the post of SENIOR HOUSE 
OFFICER (Resident Surgical Officer), vacant 18th February, 
1956. The post is recognised for the F.R.C.S. 

Applications, stating age, experience, and qualifications, 
together with copies of 2 testimonials, to be addressed to the 
Secretary, Stockport and Buxton Hospital Management Com- 
mittee, 598, Shaw-heath, Stockport, Cheshire. 
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STOCKPORT INFIRMARY. 
HOSPITAL MANAGEMENT COMMITTEE. 
for the post of SENIOR HOUSE OFFICER (non-resident 
Casualty Officer), vacant 16th March, 1956. Hours of duty : 
8.30 a.M.-—4.30 p.m. Munday—Friday ; 8.30 A.M.—NOON Saturday. 
The post is recognised under F.R.C.S. regulations and would 
suit a candidate wishing to study fur higher qualification. 

Applications, stating age, qualifications and experience, 
together with cupies of 2 testimonials, to be addressed tu the 
Secretary, Stockport and Buxten Hospital Management Com- 
mittee, 59B, Shaw-heath, Stockport, Cheshire. 
STOCKTON-ON-TEES. THE CHILDREN’S HOS- 
PITAL, Durham-road. (84 Beds.) CLEVELAND HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the post of 
SENIOR HOUSE OFFICER. Salary and conditions of service 
in accordance with Ministry of Health regulations. 


Stockport and Buxton 
Applications are invited 


Applications, with copies of 2 recent testimonials, to be 
forwarded to the Group Secretary, West Lane Hospital, 
Middlesbrough, immediately. 


SULLY HOSPITAL, Sully, near Penarth, Glamorganshire. 
THORACIC CENTRE. (324 Beds.) SENIOR HOUSE OFFICER 
(surgical) required as soon as possible. Experience available 
in investigation and treatment of all lung and heart diseases 
in adults and children. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedra] road. Cardiff. 
TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. HOUSE PHYSICIAN required for 
post vacant 28th March. Preference given to persons seeking 
pre-registration post. 


Applications, stating age, experience and qualifications with 
dates, with copies of 2 testimonials, to Hospital Secretary. 


TAUNTON AND SOMERSET HOSPITAL. Applications 
are invited for 2 posts of HOUSE OFFICER (general surgery) 
which are now vacant. Applications are invited for both posts 
which are recognised for pre-registration candidates and also 
for the F.R.C.S. 

Applications, stating age, nationality, and qualifications, 
together with the names of 2 referees, should be forwarded 
immediately to the Group Secretary, Taunton Hospital Manage- 
ment Committee, Taunton and Somerset Hospital, Musgrove 
Park Branch. Taunton, Somerset. ee 
WARWICK (near). KING EDWARD Vil MEMORIAL 
CHEST HOSPITAL, HERTFORD HILL, near WARWICK. (Diseases of 
the Chest. 228 Beds.) JUNIOR HOSPITAL MEDICAL 
OFFICER (resident). The Hospital is a modern one with a 
Thoracic Surgical Unit. 








Applications, with names and addresses of 3 referees, to 
Medical Superintendent. 
WATFORD, mgt ta So THE PEACE 
MEMORIAL HOSPITAL. (198 Beds.) Applications are invited for 


the post of SENIOR House OFFICER in the new Casualty 
and Outpatient Department of the above Hospital. The post 
is recognised for F.R.C.S. examination. Salary according to the 
National Health Service scale. 

Applications, with copies of 2 to the 
Administrator. 

WELSH REGIONAL HOSPITAL BOARD. 

SENIOR REGISTRAR in General Surgery. Based at Maelor 
General Hospital, Wrexham (591 Beds), to serve Wrexham, 
Powys and Mawddach Hospital Management Committee area. 
Rocognised for F.R.C.S. (England and Edinburgh). Resident 


non-resident. 
SENIOR REGISTRAR in Psychiatry, Whitchurch Hos- 
pital, Cardiff (876 Beds). Single accommodation available. 
REGISTRAR (aneesthetics), based at Royal san nt Hospital 
Ne omy Mon (260 Beds). Post recognised F.F.A.R.C.8. and 
D.A. Non-resident. 
Subject to review end of first year. 
Application forms from Senior Administrative Medical 
Offic er, Temple of Peace, Cathays Park, Cardiff. within 14 days. 


WEYMOUTH AND DISTRICT HOSPITAL. (124 Beds.) 
HOUSE SURGEON (Male or Female) required. Resident post, 
now vacant and tenable for 6 months. Recognised for F.R.C.S. 
examination, and approved for Pre-registration Service. 

Applications, stating age and qualifications, together with 
copy testimonials, to Group Secretary, West Dorset Hospital 
Management Committee, Damers-road, Dorchester, Dorset, 
immediately. a S 
WHITEHAVEN HOSPITAL, Cumberland. (124 Beds. 
Pre-registration post.) HOUSE PHYSICIAN (first, second, or 
Senior House Officer post), vacant mid-March. 

Detailed applications, with dates, and names of 2 referees, to 
Group Secretary, Workington Infirmary. Cumberland. 


recent testimonials, 








WIGAN. ROYAL ALBERT EDWARD INFIRMARY. 
(200 Beds.) SENIOR HOUSE OFFICER in Orthopedic 
Surgery. Post vacant 22nd February, 1956. 


Applications to Secretary, Wigan Infirmary. 
WINCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. ORTHOPZDIC REGISTRAR (Registrar grade), 
resident or non-resident, for Orthopedic Unit of the Group. 
Post vacant 7th March, 1956. The Group is served by orthopedic 
team covering Winchester, Southampton, Salisbury and Isle 
of Wight areas. A wide variety of experience in orthopedic 
conditions is available. 

Forms of application obtainable from Group Secretary, 
Royal Hampshire County Hospital, Winchester, should be 
completed and returned not later than 15th February, 1956. 


WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) HOUSE PHYSICIAN (post-registration) 
to the Pediatric Department, vacant 18th March. Preference 
will be given to applicants wishing to specialise in pediatrics. 
The department is recognised for the D.C.H. 

Applications, with copies of 2 testimonials, to the Secretary. 
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WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
a a Hospital of the University of Birmingham Medical 
school. 
2 HOUSE OFFICERS (general surgery), vacant now. Pre- 
registration posts. 
SENIOR HOUSE OFFICER or HOUSE OFFICER (Fracture 
and Orthopredic Department), vacant now. 
SENIOR HOUSE OFFICER (Anesthetist). Appointment 
recognised for D.A. and F.F.A.R.C.S. Vacant now. 
Apply. Secretary, with copies of testimonials. 
WOODFORD BRIDGE, WOODFORD GREEN, ESSEX. 
CLAYBURY HOSPITAL. (For mental and nervous disorders.) 
Applications are invited for the post of Full-time SENIOR 
HOUSE OFFICER (resident or non-resident). Board-residence 
for an unmarried applicant, for which a charge of £170 p.a. will 
be made, is available. The Hospital has over 2000 Beds and an 
admission-rate of over 1300 a year. All forms of treatment are 
undertaken and outpatient clinics at general hospitals are run 
by the Hospital staff. Clinical conferences and seminars for the 
D.P.M. candidates are held weekly and facilities will be offered 
to attend lectures in London (1 hour’s journey). Previous gen- 
eral, but not psychiatric, experience necessary. 
Applications, with full particulars and the names and addresses 
of 2 referees, to be sent to the Physician-Superintendent not 
later than 14 days after the appearance of this advertisement. 





WORTHING HOSPITAL, Lyndhurst-road, Worthing. 
Applications are invited from registered medical practitioners 
for the undermentioned appointments, now vacant :— 

) Eeeert CASUALTY OFFICER (Senior House 


fficer grade). 

(6) SURGICAL OFFICER (Senior House Officer grade). 
Both posts are recognised for the revised Fellowship regulations 
in respect of the 6 months training required by candidates for 
the Final Fellowship examination. 

Applications, stating age, qualifications, nationality and 
experience, together with copies of 2 recent testimonials, to be 
forwarded to the Hospital Secretary as soon as possible. 

A. V. OAKTON, Group Secretary, 
Worthing Group Hospital Management Committee. _ 
WREXHAM. MAELOR GENERAL HOSPITAL. (591 Beds.) 
Applications are invited for the post of HOUSE SURGEON at 
the above Hospital, to commence duties immediately. The 
appointment is recognised for the Diploma of F.R.C.S. (Eng. 
and Edin.) and is a pre-registration post. 

Applications, stating age, nationality, qualifications and 

experience, with copies of 2 recent testimonials, tu be sent to the 
Group Secretary, Maelor General Hospital, Wrexham, as soun 
as possible. 
WREXHAM. WAR MEMORIAL HOSPITAL. (230 Beds.) 
Applications are invited for the post of HOUSE SURGEON at the 
above Hospital to commence duties immediately. The appoint- 
ment is recognised for the Diploma of F.R.C.S. (Eng. and Edin.) 
and is a pre-registration post. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Maelor General Hospital, Wrexham, as soon 
as possible. 

DUBLIN. JERVIS STREET HOSPITAL. The Managing 
Committee of the Hospital invite applications from qualified 
practitioners for the positions of :-— 

SURGICAL REGISTRAR. 

MEDICAL REGISTRAR. 

Each candidate shall with his application state his age, and 
furnish particulars of his medical and surgical qualifications and 
experience. The appointment will be for 1 year but may be 
extended for a second and a third consecutive year. Commencing 
salary £350 p.a.—£100—€450 p.a.—£100—-£550 p.a. Suitably 
= candidates may commence at a salary above £350 p.a. 
he appointee will reside in the Hospital and have full board. 

Applications addressed to the undersigned should reach the 
Hospital before NOON on Wednesday, 29th February, 1956. 

By Order, SHEILA O’DEA, Secretary. 
U.S.A. BETHESDA HOSPITAL, Cincinnati 6, Ohio, 
U.S.A. ROTATING INTERNS— 12 months ; fully approved 
hospital for Intern and Resident Training, broad Teaching 
Programme, desires applications from graduate medical doctors. 
Libera] stipend, meals and room furnished. 

Please apply to the Superintendent, giving details in full, 
first letter. ’ 

U.S.A. CAMBRIDGE, MASSACHUSETTS. Applications 
are invited for the positions of approved RESIDENCIES in Anes- 
thesia for a 2-year period beginning Ist July, and Ist September, 
1956. Salary $1800 first year and $3600 second year, and full 
maintenance. Training in all branches of anesthesia. There is 
affiliation with other hospitals. Opportunity to attend various 
meetings in anesthesiology throughout the New England Area. 

Applications, stating age, nationality, qualifications, and 
experience, together with the names of their referees, should 
be forwarded to the Director of Anesthesiology, P.O. Box 39, 
Cambridge 38, Massachusetts. Travelling expenses to and from 
the U.S.A. will be paid, but particulars will be sent as soon as 
application is received. Please enclose recent photograph with 
application. 








Public Appointments 


THE LONDON COUNTY COUNCIL invites applications 
from registered medical practitioners practising in the locality 
for appointment as VISITING MEDICAL OFFICER to a home 
for 23 senior girls which is to be opened shortly in North-drive, 
Wandsworth. Remuneration £50 a year exclusive of any fees 
receivable from the London Executive Counci] in respect of 
residents or staff. 

® Further details, including duties and application form, obtain- 
able from the Medical Officer of Health (PH/D.1/171), The 
County Hall, Westminster Bridge, S.E.1, and should be returned 
by 20th February. 








DUBLIN. LOCAL APPOINTMENTS COMMISSION. 
Positions vacant. 

(L) Limerick COUNTY MEDICAL OFFICER. 

(2) Tipperary (N.R.) COUNTY MEDICAL OFFICER. 
Salary scale for each pust £1515—£1725. 

Application forms and particulars from the Secretary of the 
Commission, 45, Upper O’Connell-street, Dublin. Latest time 
for receiving completed application forms 5 P.M. on 17th 
February, 1956. 

FACTORY DOCTORS. Factories Acts, 1937 and 1948. 
The following appointments as Appointed Factory Doctor are 
vacant. Apply to Chief Inspector of Factories, 19, St. James’s- 
square, London, S.W.1 

Latest date for receipt 


District County of applications 
BRAEMAR ABERDEEN .. 18TH FEBRUARY, 1956 
KIDSGROVE STAFFORD 18TH FEBRUARY, 1956 
BRCCLES .. .. SUFFOLK 18TH FEBRUARY, 1956 

__MARKET-DEEPING LINCOLN 18TH FEBRUARY, 1956 


GENERAL REGISTER OFFICE. Medical Statistician. 
The Civil Service Commissioners invite applications for this 
Permanent post. Interviews in London in latter part of March. 
Candidates must be aged 28 or more on Ist January, 1956. They 
must be registered medical practitioners, preferably with a 
university medical degree and a Diploma in Public Health. 
They must also have had a statistical training and should have 

practical experience in medical statistics. Experience in 
other branches of medical practice an advantage. Post offers 
opportunities for original work over the whole field of vital and 
health statistics. Starting salary (for 454-hour week) from £1685 
at age 35 (lower for those under 35) to £2000 at 40 or over, 
rising to £2200. Non-contributory pension and gratuity. 

Further information and application form from Secretary, 

Civil Service Commission, 6, Burlington-gardens, London, W.1, 
quoting No. 4553 56 9. Application forms to be returned by 
25th February, 1956. . 
GOLD COAST LOCAL CIVIL SERVICE. Goid Coast 
MEDICAL SERVICE. SPECIALIST MALARIOLOGIST required 
by the Ministry of Health, Gold Coast, to organise treatment and 
anti-malaria campaigns. Candidates should be qualified doctors 
and have had experience of malaria control and research. 
Appointment is to the Gold Coast Civil Service on contract 
of 2 tours of 18—24 months each in the first instance with gratuity 
(taxable) on satisfactory completion of service. Basic salary 
scale would be £2400-£2700 a year. Gratuity would be payable 
at the rate of £12 10s. for each completed month of service. 
Candidates in the National Health Service may leave tho 
National Health Service but retain their superannuation rights 
(up to a maximum stay of 6 years). Salary, in this case, would 
be in the scale £1900-£2200 a year, and the gratuity 20 % of the 
aggregate of salary. Starting-point in both salary scales is 
determined according to qualifications and experience. Quarters 
when available are provided at rental not exceeding £150 p.a. 
Income-tax at local rates. Free passages provided for officer, 
wife, and up to 3 children under 13 years of age. Generous 
home leave is granted after each tour of 18-24 months. 

Application forms from Director of Recruitment, Colonial 
Office, Sanctuary Buildings, Great Smith-street, London, 8.W.1 
(quoting reference No. BCD.117 13/021). a he 
HER MAJESTY’S OVERSEA CIVIL SERVICE. Medical 
BRANCH—BRITISH HONDURAS. MEDICAL OFFICERS required 
for general duties. Appointments can be made on a permanent 
basis with pension (non-contributory) at the age of 55, or on 
short-term agreement renewable if desired. Arrangements can 
probably be made for doctors in the National Health Service to 
resign from the National Health Service but retain their super- 
annuation rights up to 6 years and receive a gratuity (taxable) 
of 20% of the aggregate ef their salary after their engagement. 
Salary scale ranges from £810 to £1200 a year at the current 
rate of exchange of the British Hunduras dollar ($4 =2£1). 
Private practice in district towns is permitted, out in Belize an 
allowance of £125 a year is payable in lieu of private practice. 
Quarters are available at a rental of 74% of salary, subject to a 
maximum charge of £120 a year. Main items of furniture provided 
at rental of 6% a year of value of each item supplied. Income-tax 
at local rates. Free passages are provided on appointment for 
Officer, wife, and children, not exceeding 5 persons in all. On 
leave, passages are provided for Officer and wife, and not more 
than 2 children. Local leave is permissible and generous home 
leave is granted after each tour of from 2 to 3 years duration. 
Candidates must possess medical qualifications registrable in 
the United Kingdom.« 

Application forms from the Director of Recruitment, Colonial 

Office, Sanctuary Buildings, Great Smith-street, London, 8.W.1 
(quoting reference No. BCD.117/31/01). 
HER MAJESTY’S OVERSEA SERVICE. St. Helena. 
MEDICAL OFFICER required for general duties in the Govern- 
ment Huspital, St. Helena, and to visit patients in their homes. 
Candidates must possess qualifications registrable in the United 
Kingdom. Appointment on a permanent basis with pension 
(non-contributory) at the age of 60. Salary scale ranges from 
£720 to £1000 p.a. Starting salary in the scale is determined by 
qualifications and experience. A variable dispensing allowance 
(at present £100 p.a.) is also payable. There is no cost-of-living 
allowance and private practice is not allowed. An Officer using 
his own car on Government Service would receive an allowance 
at the rate of 7d. a mile. Income-tax is very low. Quarters are 
provided free with heavy furniture at a low rental. Free passages 
are provided on appointment for Officer, wife, and up to 3 
children, and for Officer, wife, and children on leave up to the 
cost of 3 adult fares in all. Tour of duty is 3-4 years and leave 
is granted after each tour at the rete of 4 days for each com- 
pleted month of resident service. The climate of St. Helena is 
mild and equable and very healthy. 

Application forms can be obtained from_ the Director of 
Recruitment, Colonial Office, Sanctuary Buildings, Great 
Smith-street, London, 8.W.1 (quoting reference No. BCD. 
117/53/01). 
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BRIGHTON. COUNTY BOROUGH OF BRIGHTON. 
HEALTH DEPARTMENT. Applications are invited for the post 
of ASSISTANT MEDICAL OFFICER OF HEALTH. Diploma 
in Public Health essential. Duties mainly B.C.G. vaccination, 
infant welfare, and epidemiology. Salary £975-£1375 according 
to experience, 
Application forms Medical 
Officer of Health, 


and further details from the 
Royal York Buildings, Brighton, 1. 
CROYDON. COUNTY BOROUGH OF CROYDON. 
ASSISTANT MEDICAL OFFICER OF HEALTH AND 
SCHOOL MEDICAL OFFICER. Applications are invited for 
this established appointment from registered medical practi- 
tioners, with at least 3 years experience after qualification, for 
duties mainly in the School Health and Maternity and Child 
Welfare Services. The D.P.H. or D.C.H. will be an advantage. 
Salary within the scale £975-£50-£1375 p.a., commencing 


according to experience. 

Application forms (from the Medical Officer of Health, 
45, Wellesley-ruad, Croydon) must be returned to him by 
20th February, 1956. . TABERNER, Town Clerk. 
CUMBERLAND COUNTY COUNCIL. Applications are 
invited for the appointment of DEPUTY COUNTY MEDICAL 
OFFICER. Possession of the D.P.H. or corresponding qualifica- 
tion is essential. Experience in public health administration, and 
in mental deficiency, will be a recommendation. Salary within 
the range £1475 (by 2 annual increments of £100 and 1 of 
£52 10s.) to a maximum of £1727 10s., according to qualifications 
and experience. The succe ssful applic ant will be required to pass 
a medical examination and to contribute to the appropriate 
superannuation scheme. 

Further particulars may be obtained from the County Medical 
Officer, 11, Portland-square, Carlisle, to whom applications, 
together with the names and addresses of 3 referees, must be 
sent by Monday, 20th February, 1956. 

G. N. C. Swirt, Clerk of the County Council. 

The Courts, Carlis le, Lith January, 1956. 

KENT EDUCATION COMMITTEE require an Assistant 
COUNTY MEDICAL OFFICER for mid-Kent area. Salary 
within seale £975—-€50—£1375. Post superannuable. Duties 
mainly in School Health and Child Welfare Services. Experience 
in classification of educationally subnormal children an advan- 


tage. 

(Applications, stating age, qualifications, experience, and names 
of 2 persons to whom reference may be made as to professional 
ability and character, to Principal School Medical Officer, 
County Hall, Maidstone, by 16th February. 1956. 


MANCHESTER. CITY OF MANCHESTER EDUCATION 
COMMITTEE. SCHOOL HEALTH SERVICE. Applications are invited 
for appointment as DEPUTY SENIOR MEDICAL OFFICER. 
The duties are mainly concerned with the administrative aspect 
of the School Health Service. Salary £1200—£50-—£1500. Previous 
experience in a Health Service is essential. D.P.H. or D.C.H 
desirable. 
Application 
details may be 
Education Offices, 
Completed forms should be 


foolscap envelope) and further 

Chief Education Officer, 
Deansgate, Manchester, 3. 
Town Clerk, Town 


form (stamped 
obtained from the 
P.O. Box 480, 
returned to the 


Hall, Manchester, 2, by 25th February, 1956. Envelopes to be 
endorsed ** Medical Officer, School Health.”’ 
PLYMOUTH. CITY OF PLYMOUTH. Applications 


of ASSISTANT MEDICAL 
AL OFFICER 


invited for the superannuable post 
OFFICER OF HEALTH AND SCHOOL MEDIC 
from registered medical practitioners, Male or Female, with 
at least 3 years experience since qualification. D.P.H. or D.C.H. 
desirable. Salary scale £975 -4£50-£1375 p.a. Appointment 
terminable by 3 months notice on either side. The work will be 
primarily in the School Health and Maternity and Child Welfare 
Departments but other duties of a general public health nature 
may be allocated by the Medical Officer of Health. 

Forms of application not provided. Applications to the 
undersigned stating age, marital state, qualifications, and 
experience, together with the names and addresses of 2 referees, 
not later than 20th February, 1956. 

T. Person, Medical Officer 

* Seven Trees,”’ Lipson-road, Plymouth. 
TREASURY MEDICAL SERVICE. 


of Health. 


Applications are 


invited from medical practitioners, practising in the districts 
detailed below, for oes nt, in a part-time and mainly 
advisory capacity, as ,OCAL TREASURY MEDICAL 


of the places or groups of places shown. 
The town shown in brackets after the place-names indicates 
the Head Post Office Area in which the place, or group of places, 
is situated. Successful applicants will be required to examine and 
report on the condition of certain Government Officers, teachers, 
candidates for appointment, &c., who may be referred to them 
from time to time; and to attend when summoned to an 
emergency case of accident or sudden illness occurring in a 
Government office in the neighbourhood. Fees for this work, 
and mileage allowance where necessary, will be paid on a scale 
agreed with the British Medical Association. 

Intending applicants should write, within 14 days, to Treasury 
Medical Adviser, Treasury Chambers, Whitehall, 8.W.1, for 
a form on which application may be made. Applicants should 
be not more than 60 years of age. 

The places for which applications are invited are as follows :— 

ENGLAND AND WALES 

East Didsbury (Manchester, 20). 

Whittlesey (Peterborough ). 

Porth (Pontypridd). 

Skegness (Skegness). 

Clacton-on-Sea (Clacton-on-Sea). 

SCOTLAND 

Auchenblae and Fordoun (Montrose ) 

Alford (Aberdeen). 


OFFICER for each 





LANCASHIRE COUNTY COUNCIL. Applications invited 
from registered medical practitioners for appointment of 
ASSISTANT DIVISIONAL MEDICAL OFFICERS in the 
Boroughs of Heywood, Leigh, St. Annes, and in areas adjacent 
to Oldham. Possession of D.P.H. desirable. Salary £975-£1375 
p.a. Travelling and subsistence allowances where applicable. 

Application forms and further particulars from County Medical 

Officer, Serial 518, East Cliff County Offices, Preston. 

AMENDED ADVERTISEMENT 

ST. HELENS. COUNTY BOROUGH OF ST. HELENS. 
Applications are invited for the appointment of DEPUTY 
MEDICAL OFFICER OF HEALTH AND DEPUTY PRIN- 
CIPAL SCHOOL MEDICAL OFFICER. The duties will include 
work in connection with all branches of the Health Services 
and the day-to-day administration of the School Health Service. 
Candidates must have had experience in a Public Health 
Department and possess the D.P.H. Salary will be at the rate 
of £1393 6s. 8d. p.a., rising by annual increments of £51 10s. 
to a maximum of £1650 16s. 8d. p.a. Travelling expenses or a 
motvur-car allowance in accordance with the Council’s scale will 
also be payable. The appointment will be subject to the pro- 
visions of the Local Government Superannuation Acts. 

Forms of application may be obtained from the Medical 
Officer of Health, Town Hall, St. Helens, and completed applica- 
tions accompanied by copies of not more than 3 recent testi- 
monials should reach him not later than 20th February, 1956. 

G. O'BRIEN, Medical Officer of Health. 

Town Hall, St. Helens, January, 1956. ; 
SUDAN GOVERNMENT. The Ministry of Health, Sudan 
Government, invites applications for the following posts :— 

MEDICAL PATHOLOGIST. Candidates must have 
Honours Degree and be fully literate in either Arabic or English. 
Age 22-45 years. Salary range from £E.1750 to £E.2330 p.a. 


(for — Specialist) or a fixed salary of £E.2500 p.a. (for 
Specialist ) 

BACTERIOLOGIST. Candidates should have specialist 
experience in bacteriology. and in a reputed Institute. Salary 


range from £E.1750 to £E.2330 p.a. (for Junior Specialist) 
or a fixed salary of £E.2500 p.a. (for Specialist ). 

Candidates for these posts may apply for secondment from 
the National Health Service for a pe — of up to 3 years under 
the terms of circular letter No. NHB/(52) 106EG/(52)101 
of 30th September, 1952 

The above appointmenta will be on short-term contracts 
for a period of up to 3 years and starting rates of pay will be 
determined according to age, experience and qualifications. 
In certain cases a cost-of-living allowance is also payable at 
present. A bonus of 1 months salary for each year of service, 
subject to a maximum of 6 months pay is payable on satisfactory 
completion of the contract. Outfit aJowance of £E.50 is payable 
when the contract is signed. Free passage on appointment. 
Annual leave after the first tour. 

Further particulars and application form will be sent on 
application to Dr. E. P. Pratr, Consulting-Physician to the 
Sudan Government, 137, Harley-street, London, W.1. Please 
quote the appointment concerned and give name and address 
in block letters. 









Genera! Practice 


For an Executive Council post (England and Wales) apply on oon, E.C.164 


obtainable from the council. Mark ¢ envelope ** Vacancy 
WISBECH, CAMBRIDGESHIRE. Applications invited 
for VAC ANC Y (urban and rural, intermediate area). List 
approximately 4330, including 519 in adjoining County of 


Surgery not 


Norfolk (successful applicant to employ assistant). 
post on 1i8th 


available. Apply on Form E.C.16a, by first 





February, 1956, to the Clerk, isle of Ely Executive Council, 
Bank House, March, Cambs. 
Miscellaneous 


To non-professional posts the Notification of Vacancies Order 1952 applies. 


3 Rooms, fully furnished, with use of bathroom, available 
in medical woman’s home. Pleasant, easily reached London 


suburb. Would suit 2 friends.—Apply : Address, No. 201, 
THe Lancet Office, 7, Adam-street, Adelphi, London, W.C.2 
For Sale. 14-bedded general Nursing-home. Going 


concern. Good reputation. Quiet situation facing Epping Forest, 
yet only 3 minutes from bus and train.—Address, No. 200, 
THe Lancet Office, 7, Adam-street, Adelphi, London, W.C.2 
“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 


service. Send specimen of urine and £1 1s. fee. Heematology, 
Biochemistry, Flame Photometry.—WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.1 


(MUSeum 5386-7). 
H. A. Saunders Limited, Golders Green, for your Austin. 
Limited number of deliveries now available to proven essential 
users, new or used.—Brochures and application forms free, 
Austin House, 140-144, Golders Green-road, Golders Green, 
London, N.W.11 (SPEedwell 0011—10 lines). 
Professional, technica! and personal typewriting. DOupli- 
cating, circularising, &c., efficie ntly and — executed .- 
‘** MowBray,” 146, Bishopsgate, E.C.2 (BIS. 2545, BAR. 7665). 
Applicants for posts requiring ‘testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE LTp., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 
Typewriting and Duplicating. First-class work at moder- 
ate prices by experienced medical typists. Electric machines. 
SYBIL RANG, 21, Heath-street, Hampstead, London, N.W.3 
(HAM 5329/0504). 
Microscopes. Highest prices paid for good modern types. 
Send or bring your equipment for valuation.— WALLACE HEATON 
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INTRAMUSCULAR 











ADMINISTRATION OF 








IRON IN PREGNANCY 





THIS WOMAN is six months pregnant. It will 
be her fourth child. Increased intake of iron 
is essential on account of foetal demands. 
It is even more important in repeated preg- 
nancies since the equivalent of 750 mg. iron 
may be lost with each pregnancy. 


A CLEAR CASE FOR IMFERON, new iron- 
dextran complex. Imferon is the first safe 
and effective intramuscular iron. It will 
restore the hemoglobin concentration 
rapidly and reliably. Brit. Med. J. 1954, 2, 1257 


FULLY-DESCRIPTIVE LITERATURE is 
available and a Technical Information 
Service is always at your disposal. 





IRON- 


DEXTRAN 
COMPLEX 








A PRODUCT OF 


BENGER LABORATORIES LIMITED - HOLMES CHAPEL CHESHIRE BENGER } 
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Announcing 


SUSPENSION 


PENTOULLIN-V GILby 


PAEDIATRIC 











Following the introduction of the 








iv 





*Pulvules’ comes Suspension Penicillin-V 
Lilly Paediatric, containing 62.5 mg. in each 
large teaspoonful. Supplied in bottles to 
make 60 cc., it affords a pleasant alterna- 
tive means of administration. For children, 
the dose is one teaspoonful 3 or 4 times 
daily, increased in severe infections. 
Penicillin-V is fully effective by 
mouth, giving higher and more prolonged 
blood levels than any other oral penicillin. 


It is therapeutically comparable with 





parenteral penicillin. 


ELI LILLY & COMPANY LIMITED 





oe BASINGSTOKE HANTS 











